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Geisinger Health Options

Summary Plan Document

INTRODUCTION

JDK Management Company, L.P. (the “Company”) maintains the Geisinger Health Plan (the “Plan”). This document sets forth the terms of the medical benefits under the Plan effective January 1, 2010.  

This document serves two important functions related to the Plan under the Employee Retirement Income Security Act of 1974, as amended (“ERISA”), a federal law applying to employee benefit plans:

First, ERISA requires that employers provide eligible employees with a description of the various benefit plans it maintains.  Such information is to be included in a summary plan description (“SPD”) for each plan.  This document, together with booklets, certificates and other descriptive material you have received from the Company and the insurance companies, constitutes the SPD for the Plan.

Second, ERISA requires that employee benefit plans be maintained pursuant to a written plan document.  This document, together with the contracts entered into between the Company and the insurance companies, constitutes the written plan document under ERISA.  

Please remember that the booklets, certificates and other descriptive material provided by the Company and benefit providers only summarize the benefits provided under the Plan.  It is hoped that these materials have been written in a manner that can be easily understood by you and your family.  The booklets and other descriptive material are not meant to alter the Plan or any legal instrument related to the Plan’s creation, operation, funding or benefit payment obligations.
If there is any conflict or inconsistency between the booklets, certificates and other descriptive material and this document and the contracts and agreements constituting the official written plan document, or if there is any provision not discussed in the descriptive materials, the legal documents constituting the official written plan document shall control.

You and your beneficiaries may examine the Plan, all amendments, and certain other documents and records pertaining to the Plan during regular business hours or by appointment at a mutually convenient time with the Benefits Administrator.  You may obtain copies of the Plan and of certain reports from the Human Resources Department (a reasonable charge may be imposed for those copies, as prescribed by federal regulation).  Because benefits under the Plan will be of importance to you and your family, you should retain this document as part of your permanent records.  A copy may be obtained through the Human Resources Department upon request.

The Plan, any changes to it, or any payments to you under its terms, does not constitute a contract of employment with the Company and does not give you the right to be retained in the employment of the Company.

PURPOSE OF THE PLAN

The purpose of the Plan is to provide you and your eligible dependents with health benefits which includes medical and prescription drug benefits.  The Plan allows you to use a portion of your wages, on a pre-tax basis or after-tax basis, to purchase medical care and prescription drug coverage for yourself and/or your family.  The Company intends that the Plan constitute a welfare benefit plan within the meaning of ERISA and qualify as a “cafeteria plan” within the meaning of Section 125(c) of the Internal Revenue Code of 1986, as amended (the “Code”).  In the event that you elect to pay for your portion of your coverage on a pre-tax basis, the Company intends that the premiums you pay be eligible for exclusion from your income for federal income tax purposes.  The maximum amount of elective contributions for the employee in any plan year is the employee’s contribution to the premium for family coverage.

DEFINITIONS

GENERAL DEFINITIONS. The following terms will have the meanings assigned to them below:

Ambulatory Surgical Facility is a Facility Provider, with an organized staff of Physicians, which as been licensed and approved by the appropriate governmental agency and which has been approved by the Joint Commission on the Accreditation of Health Care Organizations, or by the Accreditation Association for Ambulatory Health Care, Inc. and which:

a. Has permanent facilities and equipment for the primary purpose of performing surgical procedures on an Outpatient basis;

b. Provides treatment by or under the supervision of Physicians whenever the patient is in the facility;

c. Does not provide Inpatient accommodations, and

d. Is not, other than incidentally, a facility used as an office or clinic for private practice of a Physician.

Anesthesia consists of the administration of regional or rectal anesthetic or the administration of a drug or other anesthetic agent by injection or inhalation, the purpose and effect of which is to obtain muscular relaxation, loss of sensation or loss of consciousness.

Amendment is any document that describes changes to the Plan or changes to the terms and conditions of coverage, which have become necessary between printings of this SPD.

Basic Health Services are the medical, hospital and other Covered Services identified as Basic Health Services in this SPD.

Benefit Year is the specified period of time during which charges for Covered Services must be incurred in order to be eligible for payment by the Plan.  A charge for Covered Services shall be considered incurred on the date the service or supply was provided to the Member.  The Benefit Year for the Plan is January 1 through December 31.

Birthing Facility is a Facility Provider licensed and approved by the appropriate governmental agency which is primarily organized and staffed to provide maternity care by a licensed certified nurse midwife.

Brand Drug is the brand name(s) under which a Prescription Drug is sold by one or more companies.

Certified Registered Nurse is a certified registered nurse anesthetist, certified registered nurse practioner, certified enterostomal therapy nurse, certified community health nurse, certified psychiatric metal health nurse, or certified clinical nurse specialist, certified by the State Board of Nursing or a national nursing organization recognized by the State Board of Nursing.  This excludes any non-certified registered professional nurses employed by a health care facility, as defined in the Health Care Facilities Act, or by an anesthesiology group.

COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as may be amended from time to time, that provides continuation coverage to Members who incur certain qualifying events (as defined under COBRA).

Coinsurance is a form of cost sharing which requires the Member to pay a portion of the cost of Basic Health Services. Coinsurance is a set percentage of this cost.

Contractholder is the Employee who signed the application for the coverage described in this SPD and under whose name identification cards are issued.

Copayment is a form of cost sharing which requires the Member to pay an amount of money for the cost of Basic Health Services. Copayment amounts are due at the time and place such services are received by a Member. Total Copayments for Basic Health Services are limited to the annual maximum Copayment amount. 

Covered Service means a medical care service which is covered by this Plan when it is listed as a Basic Health Service in this SPD that are deemed Medically Necessary. Services which are listed as NOT COVERED in this SPD are NOT COVERED by this Plan regardless of whether they are deemed Medically Necessary.

Creditable Coverage means the length of time an employee (or an employee’s dependent) had previous continuous medical coverage which may be credited against, and reduce the length of, any Pre-Existing Condition exclusion that may be applied by the Plan in accordance with HIPAA.

Custodial, Domiciliary or Convalescent Care means services to assist an individual in the activities of daily living that do not require the continuing attention of skilled, trained medical or paramedical personnel.

Customer Service Team refers to the Health Plan Administrator representative who can answer your questions and provide information regarding the Plan. The telephone number is set forth on your Member Identification Card.

Deductible means a specified dollar amount that must be incurred and paid by a Member or Family Unit before the Plan will assume any liability for all or part of the cost of Covered Services. The deductible applies to each Employee subject to any Family Deductible. The Deductible must be met every Benefit Period.

Dependent means the Contractholder’s spouse and unmarried children who meet the eligibility requirements outline in the Eligibility and Participation section of this SPD.

Designated Behavioral Health Benefit Program means a program that has entered into an agreement with the Health Plan Administrator to provide behavioral health services (including inpatient and outpatient mental health and Substance Abuse care). The Employee must access care directly through the Designated Behavioral Health Benefit Program for coverage, subject to the limitations set forth in this Summary of Benefits.

Designated Transplant Facility is a facility that has entered into an agreement with the Health Plan Administrator, the Health Plan Administrator’s transplant subcontractor or national organ transplant network to provide Transplant Services to which the Employee has access. The Designated Transplant Facility is determined by the Health Plan Administrator or the Plan Health Plan Administrator’s transplant subcontractor and may or may not be located in the Service Area.

Drug Formulary or Formulary means a continually updated list of Federal Food and Drug Administration (FDA) approved Prescription Drugs classified as Formulary and Non-Formulary for purposes of benefit design and coverage decisions.  The Drug Formulary contains both brand name drugs and generic drugs.  A current list of drugs included on the Drug Formulary may be obtained from the Health Plan Administrator upon request.

Durable Medical Equipment is equipment which:

a) Can withstand repeated use;

b) Is primarily and customarily used to serve a medical purpose;

c) Generally is not useful to a person in the absence of an illness or injury; and

d) Is appropriate for use in the home.

Effective Date is the date on which coverage for a Contractholder begins under this Plan is accordance with the eligibility requirements outline in the Eligibility and Participation section of the SPD.

Emergency Service means any medical care service provided to a Member after the sudden onset of a medical condition that manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent lay person, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in:

1) 
placing the health of the Member, or with respect to a pregnant woman, the health of a woman or her unborn child, in serious  jeopardy;

2) 
serious impairment to bodily functions; or serious dysfunction of any bodily organ or part.

Transportation and related Emergency Services provided by a licensed ambulance service shall constitute an Emergency Service if the condition is as described in this definition.

Employee Coverage means the health benefits coverage provided under this Plan for an Employee.
Experimental, Investigational or Unproven Services are any medical, surgical, psychiatric, Substance Abuse or other health care technologies, supplies, treatments, diagnostic procedures, drug therapies or devices as determined by the Plan that are:

a) 
not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use, and not identified in the American Hospital Formulary Service as appropriate for the proposed use;

b) 
the subject of an ongoing clinical trial that meets the definition of a Phase I, II, or III clinical trial set forth in the FDA regulation, regardless of whether the trial is subject to FDA oversight; or

c)
 not demonstrated through prevailing peer reviewed medical literature to be safe and effective for the proposed use.

The Plan reserves the right to make judgment regarding coverage of experimental, investigational and/or unproven procedures and treatments.

Family Coverage means the health benefits coverage provided under this Plan for an Employee and two or more Family Dependents.

Family Dependent means any Member of the family of a Subscriber:

a) 
who meets all the requirements in this SPD 

b) 
who is enrolled under the Plan; and

c) 
for whom the applicable premium for Family Coverage has been paid.

Family Unit means the Covered Employee and his Covered Family Dependents.

Freestanding Dialysis Facility is a Facility Provider, licensed and approved by the appropriate governmental agency, which is primarily engaged in providing dialysis treatment, maintenance or training to Contractholders on an Outpatient or home care basis.

Freestanding Outpatient Facility is a Facility Provider, licensed and approved by the appropriate governmental agency, which is primarily engaged in providing Outpatient diagnostic and/or therapeutic services by on under the supervision of Physicians.

Generic Drug is a Prescription Drug which is sold under its chemical name and which contains the same active ingredients and equivalent strength and dosage as a Brand Drug.

Health Care Provider means a licensed hospital or health care facility, medical equipment supplier or person who is licensed, certified or otherwise regulated to provide health care services by the appropriate governmental agency, including a physician, podiatrist, optometrist, psychologist, physical therapist, certified nurse practitioner, registered nurse, nurse midwife, physician’s assistant, chiropractor, dentist, pharmacist or an individual accredited or certified to provide behavioral health services.

Health Insurance Portability and Accountability Act of 1996 (HIPAA) as may be amended from time to time, is a federal law including, but not limited to, the following:

a) 
limiting exclusions for Pre-Existing Conditions (as defined under HIPAA);

b)
 prohibiting discrimination against employees and dependents based on their health status;

c) 
guaranteeing renewability and availability of health coverage to certain employers and individuals;

d) 
protecting certain Members who lose Group health coverage by providing access to individual health insurance coverage; and

e) 
regulating the use and disclosure of protected health information.

Health Maintenance Organization (HMO) is a healthcare benefit program which requires its members to (i) preselect a primary care physician from a listing of participating primary care physicians and (ii) receive from such physician, as a condition for receipt of a higher level of benefits or reimbursement level, or both, referrals for non-urgent, non-emergency services.

Home Health Care Agency is a facility provider, by the appropriate governmental agency, which:

a) Provides skilled nursing and other services on an intermittent basis in the Member’s home: and

b) Is responsible for supervising the delivery of such services under a plan prescribed by the attending Physician.

Hospice. The following definitions only apply to Hospice services.

Continuous Care means a level of continuous and uninterrupted care which is:

a) 
necessary due to periods of crisis resulting from a Member's deteriorating medical condition and/or the Member's family's inability to provide the level of care necessary to maintain the Member at home; and


b) 
provided in the Member's home by qualified professionals for a period of at least eight (8) hours until such care is deemed no longer Medically Necessary by the Plan.

General Inpatient Care means a level of care involving Hospice-supervised inpatient services in accordance with the Member's Plan of Care including, without limitation, services necessary for pain control or symptom management during one (1) or more days, including overnight stays, in an

inpatient setting to include either a hospital, skilled nursing facility, or hospice inpatient facility.

Hospice means a Covered Service rendered by a Participating Provider who is licensed as a provider of Hospice services by the appropriate governmental agency and is a certified provider of Hospice services under Medicare.

Hospice Medical Director means a physician who is licensed by the appropriate governmental agency to practice medicine and is employed by Hospice either directly or under contractual arrangement to provide physician services to the Hospice patient in accordance with such patient's Plan of Care.

Interdisciplinary Group means a group of Hospice employees including, but not limited to, a doctor of medicine or osteopathy, registered nurse, and a pastoral or other counselor, who are responsible for:

a)
 establishing the Plan of Care;

b) 
periodically reviewing and updating the Plan of Care;

c) 
providing or supervising the provision of services offered by the Hospice; and

d) 
developing policies regarding the day-to-day provision of care by the Hospice.

Plan of Care means a written individualized care plan which: 

a)
 is established, maintained and reviewed at periodic intervals for the Member by the Hospice Medical Director or physician designee, the Member's physician Participating Provider and the Interdisciplinary  Group; 

b)
includes an assessment of the Member's needs and assignment of a level of Hospice care; and

 c) 
details the scope and frequency of services to be provided for the Member's Terminal Illness.

Respite Care means a level of care involving Hospice-supervised inpatient services, in accordance with the Member's Plan of Care, to provide the Member's family with a reprieve from caring for the Member at home when the Member does not have any symptoms which would otherwise require inpatient services. Respite Care shall:

a) 
include care for one (1) or more days, including overnight stays, in an inpatient setting to include either a hospital, skilled nursing facility or a Hospice inpatient facility; and

b) 
not exceed five (5) days per admission.

Routine Home Care means a level of intermittent and part-time care provided in accordance with a Member's Plan of Care and rendered by qualified professionals in the Member's home. Such care shall include nursing services, social services, physical therapy, occupational therapy, speech pathology, and counseling and support services for both the Member and the Member's family.

Terminal Illness means an incurable illness or other condition with a medical prognosis of life expectancy of six (6) months or less.

Identification Card means the cards issued by the Plan to Covered Employees and covered dependents pursuant to the Plan that are for identification purposes only. Possession of an Identification Card confers no right to Covered Services or other benefits under the Plan. To be entitled to Covered Services or benefits the holder of the card must, in fact, be an employee on whose behalf all applicable premiums and charges under this Plan have actually been paid.

Inpatient is a Member who is a registered overnight bed patient in a Facility Provider, and for whom a room and board charge is made.

Legal Custody means the legal right to make major decisions affecting the best interest of a minor including, but not limited to, medical, religious and educational decisions pursuant to 23 Pa. C.S.A. Section 5302.

Legal Guardian or Legal Guardianship means the appointment of a guardian by a court of an incapacitated person pursuant to 20 Pa. C.S.A. Section 5521.

Mail Services Pharmacy is a duly licensed mail service Pharmacy where Prescription Orders are received through the mail or other means and from which Prescription Drugs are shipped to members via the United States mail or other delivery services.

Mail Service Dispensing means the dispensing of maintenance Prescription Drugs through the Mail Services Pharmacy in quantities not to exceed a ninety (90) day supply per Prescription Order

Maintenance Prescription means any Prescription Drug that is available through the Participating Mail Order Pharmacy as defined by the Health Plan Administrator or the PBM

Maximum is the greatest benefit amount payable under this Plan for Covered Services.  This could be expressed in dollars, number of days, or number of visits for a specified period of time.

Maximum Age means the point in time that a Family Dependent is no longer eligible for coverage.

Medical Care is professional services rendered by a professional provider for the treatment of an illness or injury.

Medical Director means the physician (or his designee) designated by the Health Plan Administrator to direct the medical and scientific aspects of the Plan, and to monitor and oversee the appropriate utilization of health services by Members.

Medical Necessity or Medically Necessary means Covered Services rendered by a Health Care Provider that the Plan determines are:

a) 
appropriate for the symptoms and diagnosis or treatment of the Member's condition, illness, disease or injury;

b) 
provided for the diagnosis, or the direct care and treatment of the Member's condition, illness, disease or injury;

c) 
in accordance with current standards of medical practice;

d) 
not primarily for the convenience of the Member, or the Member's Health Care Provider; and

e) 
the most appropriate source or level of service that can safely be provided to the Member. When applied to hospitalization, this further means that the Member requires acute care as an inpatient due to the nature of the services rendered or the Member's condition, and the Member cannot receive safe or

adequate care as an outpatient.

Medicare means the programs of health care for the aged and disabled established by Title XVIII of the United States Social Security Act of 1965, as may be amended from time to time.

Member means an individual eligible to receive Covered Services or benefits under the terms of the Plan either as the Employee or an eligible enrolled dependent.

Mental Illness is an emotional or mental disorder characterized by an abnormal functioning of the mind or emotions and in which psychological, cognitive, emotional or behavioral disturbances are the dominating features. 

Multiple-Source Brand Drug is a Brand Drug manufactured by one or more companies for which a generic Drug is available. 

Network means the Participating Providers who have entered into a written agreement with the Health Plan Administrator to provide Covered Services to Members

Non-Preferred or Non-Formulary Drug means a Prescription Drug that is not included on the Formulary.
Open Enrollment Period means those periods of time established by the Plan Sponsor and the Plan from time to time, during which eligible persons may enroll.

Orthotic Device means a rigid appliance or apparatus used to support, align or correct bone and muscle deformities.

Out-of-Pocket Limit is a specified dollar amount of Coinsurance expense incurred by a Subscriber for Covered Services in a Benefit Period. Such expense does not include the Deductible, any Copayments, charges in excess of the Provider's Reasonable Charge, eligible expenses incurred for Outpatient psychiatric care services, balances paid by a Subscriber to a Non-Participating Facility or Non-Preferred professional Provider, expenses incurred after benefit Maximums have been exhausted or any recertification penalty amounts. 

Outpatient is a Subscriber who receives services or supplies while not an Inpatient. 

Participating Health Care Provider or Participating Provider means a physician, medical group, pharmacy, hospital, or other provider of health services, licensed, certified or otherwise regulated under the appropriate governmental agency, that has an agreement with the Health Plan Administrator to provide Covered Services to Members under the Plan.

Participating Pharmacy means a pharmacy which has in effect on the date of service, an agreement with the Health Plan Administrator or the PBM to provide prescription drugs to Members under the provisions of the Plan.  Prescription drugs or refills may be filled at pharmacies contracted through the Health Plan Administrator or the PBM.
Pharmacy is any establishment that is registered and licensed as a pharmacy with the appropriate governmental agency and in which Prescription Drugs are regularly compounded and dispensed by a pharmacist, including the provider of a mail order program.

Pharmacy Benefit Manager or PBM means the pharmacy benefit manager under contract with the Health Plan Administrator or the Plan who assists in the administration of the Prescription Drug Benefits covered under this Plan.
Physician is person who is a doctor of medicine (M.D.) or a doctor of osteopathy (D.O.), licensed, and legally entitled to practice medicine in all its branches, perform Surgery and dispense drugs. 

Preadmission Certification Admissions is the process whereby surgical, medical and Psychiatric hospital admissions are reviewed prior to the admission. The purpose of the review is to determine if the inpatient admission is necessary and, if so, to determine an appropriate place of service. 

Precertification Determination is the review by the Health Plan Administrator of evidence provided by a Provider, physician, or Subscriber prior to a Subscriber receiving Covered Services to determine Medical Necessity for benefits. 

Pre-Existing Condition means a disease or physical condition for which a Member received medical advice or treatment within one hundred eighty (180) days immediately prior to enrollment or reenrollment hereunder.

Preferred Drug or Formulary Drug is a Prescription Drug selected by the Health Plan Administrator or the PBM to be included on the Formulary based on such Prescription Drug’s effectiveness, safety, quality and cost.

Point of Service (POS) means a healthcare benefit program which requires its members to select physicians and facilities from a listing of participating physicians and facilities to receive payment for Covered Services at the in-network benefit level.  Payment for Covered Service provided by non-participating physicians and facilities will be made at the out-of-network benefit level.
Prescription Drug means any drug required by state or Federal law to be dispensed by a licensed pharmacist or physician, upon written or oral prescription by a physician and which is prescribed for use as an outpatient.  

Prescription Drugs - (a) Any medication which by federal or state law may not be dispensed without a prescription, (b) insulin, and (c) non-reusable devices used to administer such drugs. 

Prescription Order is the request for medication issued by a Physician. 

Provider is a Hospital, Physician, or other Provider licensed, where required, and performing within the scope of such license. 

a) Participating Facility Provider - A Hospital or Facility Provider that has a contract with the Health Plan Administrator pertaining to payment for Covered Services rendered to a Subscriber. 

b) Non-Participating Facility Provider - A Hospital or Facility Other Provider that does not have a contract with the Health Plan Administrator pertaining to payment for Covered Services rendered to a Subscriber. 

c) Preferred Professional Provider - a Professional Provider who has a Preferred Professional Provider agreement with the Health Plan Administrator pertaining to payment for Covered Services rendered to a Subscriber. 

d) Non-Preferred Professional Provider - a Professional Provider who has not entered into a Preferred Provider Agreement with the Health Plan Administrator pertaining to payment for Covered Services rendered to a Subscriber. 

e) Providers include: 

Facility Providers 

- Ambulance 

- Ambulatory Surgical Facility

- Birthing Facility 

- Freestanding Dialysis Facility

- Home Health Care Agency

- Hospice

- Hospital 

- Psychiatric Hospital

Professional Providers

- Audiologist 

- Certified Registered Nurse 

- Chiropractor 

- Clinical Laboratory 

- Dentist 

- Doctor of Medicine 

- Doctor of Osteopathy 

- Licensed Certified Nurse Midwife

 - Licensed Practical Nurse 

- Occupational Therapist 

- Optometrist 

- Physical Therapist

- Podiatrist 

- Psychologist 

- Registered Nurse 

- Respiratory Therapist 

- Speech Language Pathologist 

- Teacher of the hearing impaired 

Primary Care Physician means a person licensed in the Commonwealth of Pennsylvania as a doctor of medicine or osteopathy (or his designee) who has an agreement with the Health Plan Administrator to coordinate and provide initial and basic care to HMO Members and initiates their Referral for Specialist care. The Provider List indicates the current Primary Care Physicians and is updated from time to time.

Prior Authorization means the process by which approval is given by the Health Plan Administrator for Covered Services based on Medical Necessity, eligibility and benefit availability at the time the Covered Service is to be provided prior to the services being performed.

Prosthetic Device means an externally worn appliance or apparatus that replaces a missing body part.

Provider's Reasonable Charge is the charge or payment level that the Health Plan Administrator determines is reasonable for Covered Services provided to a Subscriber. In the case of Participating Facility Providers, the Provider's Reasonable Charge is the amount agreed to by the Health Plan Administrator and the Provider. For Non-Participating Facility Providers, the Provider's Reasonable Charge is the Provider's usual charge. For Non-Participating Ambulance Providers, the Provider's Reasonable Charge is limited as specified in Covered Services. For Professional Providers, the Provider's Reasonable Charge is the Preferred Provider Allowance or the charge whichever is lower. 

Psychiatric Hospital is a Facility Provider approved by the Joint Commission on the Accreditation of Health Care Organizations that is primarily engaged in providing diagnostic and therapeutic services for the Inpatient treatment of Mental Illness. Such services are provided by or under the supervision of an organized staff of Physicians. Continuous nursing services are provided by or under the supervision of a Registered Nurse. 

Referral means an authorization by a Participating Provider (generally a Primary Care Physician) for a HMO Member to be evaluated and/or treated by another Participating Provider, prior to such services being performed.

Registered Nurse is a nurse who has graduated from a formal program of nursing education (diploma school, associate degree or baccalaureate program) and is licensed by the appropriate state authority. 

Rehabilitation Hospital is a Facility Provider approved by the Joint Commission on the Accreditation of Health Care Organizations, or by the Commission on Accreditation of Rehabilitation Facilities which is primarily engaged in providing skilled rehabilitation services on an Inpatient basis. Skilled rehabilitation services consist of the combined use of medical, social, educational, and vocational services to enable Subscribers disabled by disease or injury to achieve the highest possible level of functional ability. Skilled rehabilitation services are provided by or under the supervision of an organized staff of Physicians. Continuous nursing services are provided by or under the supervision of a Registered Nurse. 

Retail Dispensing means the dispensing of Prescription Drugs on-site at a Retail Pharmacy in quantities not to exceed a thirty-four (34) day supply per Prescription Order.

Retain Pharmacy means any Pharmacy which is licensed to sell and dispense Prescription Drugs excluding a Mail Service Pharmacy and excluding a Pharmacy that dispenses Prescription Drugs solely via the Internet.

Single-Source Brand Drug is a Brand Drug manufactured by a single company which has the drug under a patent and for which a Generic Drug is not available. 

Skilled Nursing Facility is a Facility Provider, accredited as a Skilled Nursing Facility or Extended Care Facility by the Joint Commission on Accreditation of Health Care Organization, approved by the appropriate governmental agency, which is primarily engaged in providing skilled nursing and related services on an Inpatient basis to Subscribers requiring twenty-four (24) hour skilled nursing services but not requiring confinement in a Hospital. Such care is rendered by or under the supervision of Physicians. A Skilled Nursing Facility is not, other than incidentally, a place that provides:

a) Minimal care, Custodial Care, ambulatory care, or part-time services; or

b) Care or treatment of Mental Illness, substance abuse, or pulmonary tuberculosis.
Specialist means a Participating Health Care Provider whose practice is not limited to primary care services and who has additional postgraduate or specialized training, board certification or practices in a licensed specialized area of health care.

Subscriber means an individual who meets the requirements for eligibility, who has enrolled in the Plan, and for whom payment has actually been received by the Plan. A Subscriber is also a Member.

Substance Abuse means any use of drugs and/or alcohol which produces a pattern of pathological use causing impairment in social or occupational functioning or which produces physiological dependency evidenced by physical tolerance or withdrawal.

SPD refers to this Summary Plan Description document, which is provided by the Plan to all Members awarded Plan coverage. The SPD describes the Basic Health Services and the terms and conditions of coverage.

Special Care Unit is a designated unit that has concentrated all facilities, equipment and supportive services for the provision of an intensive level of care for critically ill patients. 

Subscriber is the Contractholder and, if applicable, the Contractholder's Dependents who satisfy the requirements for eligibility and who have enrolled for coverage. 

Supplier is an individual or entity that is in the business of leasing and selling equipment and supplies. Suppliers include, but are not limited to the following: Durable Medical Equipment suppliers and orthotic and prosthetic suppliers. 

Surgery - 

a) The performance of generally accepted operative and cutting procedures including specialized instrumentations, endoscopic examinations and other invasive procedures; 

b) The correction of fractures and dislocations; and 

c) Usual and related pre-operative and post-operative care. 

Tel-A-Nurse is the twenty-four (24) hour a day toll-free 800 number for Members to access nurse advice. The telephone number is set forth on your Member Identification Card. Tel-A-Nurse is not an authorized agent for purposes of coverage determination or appointment scheduling.

Therapy Services are the following services and supplies ordered by a Physician used for the treatment of an illness or injury to promote the recovery of the Subscriber: 

a) Radiation Therapy 

b) Chemotherapy 

c) Dialysis Treatments 

d) Physical Therapy 

e) Respiration Therapy 

f) Occupational Therapy

g)  Speech Therapy

Two-Party or Employee Plus One Coverage means the health benefits coverage provided under this Plan for an Employee and one Family Dependent.

Urgent Care means any Covered Service provided to a Member in a situation which requires care within twenty-four (24) hours. Urgent Care does not rise to the level of an Emergency Service as it allows the Member to consider alternative settings of care.

ELIGIBILITY AND PARTICIPATION

Eligible Employees: All Active, full-time employees working a minimum of 30 hours per week are eligible to participate in the Plan. The following individuals are ineligible to participate in the Plan: (1) part-time employees, (2) seasonal employees, (3) temporary employees. 
Eligible Dependents.  If you are an eligible employee, in addition to you, Dependents who are eligible may also enroll for coverage.   Eligible dependents include:

·  Your spouse

· Unmarried children to age 19, including

· Stepchildren

· Newborn children

· Legally adopted children.  An adopted child is considered acquired on the date when you assume or retain a legal obligation for total or partial support of the child.

· Children legally placed for adoption

· Any child for whom you are a legal guardian.

Unmarried children remain eligible for coverage:

· To age 25 if the child is a student enrolled full-time in an accredited university or college or in a technical or specialized school.  An unmarried child over age 19 enrolled in a correspondence or on-line school is not an eligible dependent.

· To any age if the child is unable to work to support himself due to mental retardation, physical handicap, Mental Illness or developmental disability that occurred prior to the Dependent age limit of 19, or, for a student, age 25.  The disability must be medically certified by a Physician. The Plan may require proof of such disability from time to time.

Participation.  If you are an eligible salary employee, you may elect to participate in the Plan on the first day of the month following hire. If you are an eligible hourly employee, you may elect to participate in the Plan on the first day of the month following 90 days of employment.  If dependent coverage is available (and elected), their coverage will begin when your coverage begins.  Once you make an election to participate in the Plan, you may change that election only (1) if you have a change in status, as described below under “Changing Your Election,” or (2) during an open enrollment period (to be effective January 1).  If you fail to make an election for benefits upon your initial eligibility for coverage, you will be deemed to have elected no benefits, and must wait until the next open enrollment period.  Therefore, it is extremely important that you return all election materials within the time period prescribed by the Company.

In all cases, for benefits to become effective, you must be working your normal work schedule on the first scheduled workday concurrent with or immediately following your eligibility date.  If you are absent from work when your benefits would otherwise become effective, other than for reasons of illness or injury, coverage will begin the first day of the month following your return to active work. 

Pre-existing Condition, A pre-existing condition is a condition for which medical advice; diagnosis, care or treatment was recommended or received within six (6) month’s prior to the individual’s coverage effective date under this Plan.  Genetic information is not a condition.  Treatment includes receiving services and supplies, consultations, diagnostic tests or prescribed medication.  In order to be taken into account, the medical advice, diagnosis, care or treatment must have been recommended by or received from a physician.

Pre-existing condition does not apply to pregnancy, to a newborn child who is covered under this Plan within 31 days of birth or to a child who is adopted or placed for adoption before attaining age 18 and who, as of the last day of the 31-day period beginning on the date of the adoption or placement for adoption, is covered under this Plan.  A pre-existing condition exclusion may apply to coverage before the date or adoption or placement for adoption.

Special Rules as to a Pre-existing Condition


Your plan does not impose a Pre-existing Condition waiting period. 
COST OF THE PLAN

The Company shares the cost of coverage under this Plan with the eligible employees.  The enrollment application for coverage will include a payroll deduction authorization.  You may choose to make contributions on a pre-tax basis or on an after-tax basis.  The enrollment application must be filled out, signed and returned to the Plan Administrator.  
The levels of any employee contributions are set by the Company.  The Company reserves the right to change the level of employee contributions at any time.  Contributions, both pre-tax and after-tax, are made by entering into a compensation reduction agreement with the Company.   “Pre-tax” means that the cost of coverage will be deducted from the employee’s pay before federal income taxes, social security taxes and in most cases state or local income taxes are withheld.  This allows you to purchase coverage with more valuable pre-tax dollars.  Therefore, you will be taxed on a slightly lower gross income and employment taxes will be lower.  Because your contributions are not subject to Social Security taxes, you may have a slightly reduced Social Security retirement or disability benefit.  This will only happened if your taxable wages after pre-tax contributions are less than the Social Security taxable wage base ($106,800 for 2010).  However, the current tax advantages should more than offset any reduction in your Social Security benefit. 

CESSATION OF YOUR PARTICIPATION

Generally, your participation under the Plan will terminate automatically as of the first to occur of the following:

· the date on which the Plan terminates,

· the date on which you terminate employment,

· the date on which the Plan is changed to end coverage for the class of employees to which you belong,

· the date on which you cease to be an eligible employee,

· the first day of any Benefit Year in which you elect not to participate,

· the date as of which you revoke your election on account of and consistent with a “change in status,” as described below under “Coverage Options and Enrollment.”

CESSATION OF YOUR DEPENDENT’s PARTICIPATION

Generally, your dependent’s participation under the Plan will terminate automatically as of the first to occur of the following:

· the date on which your coverage ends,

· the date on which the Plan terminates,

· the date on which the Plan is changed to end coverage for dependents,

· the date on which the dependent becomes an eligible employee under the Plan,

· the date on which the dependent is no longer eligible as defined under the Plan,

· the date on which the dependent is on active duty with any branch of the military.

Authorized Leaves of Absence.  The Company may continue coverage during certain periods of absence, such as absence by reason of lay-off, sickness, disability, or other authorized leave of absence, in accordance with its written personnel policies and practices and to the extent prescribed by law.  If benefits are continued during a period of unpaid leave of absence, your contributions, if any, must be made in accordance with the Company’s policies and practices.  

Leave under Family Medical Leave Act (FMLA).  If you take a leave of absence for your own serious health condition or to care for family member with a serious health condition or to care for a newborn or adopted child, you may be able to continue your health coverage under the plan.  If you drop your health coverage during the leave, you can also have your health coverage reinstated on the first of the month after you return to work, assuming you pay any contributions required for the coverage.

COVERAGE OPTIONS AND ENROLLMENT

During each open enrollment period you will be given the opportunity to make your benefit choices for the upcoming Benefit Year (January 1, through December 31,). If you do not elect to change your selection from the previous year, the Company assumes that you want to continue under the same option, unless the Company determines that reenrollment will be required for a particular Benefit Year. 

Each year during the open enrollment period, eligible employees will be able to select from among available medical family tier options based on which tier is right for them.   

Generally, you may not make changes to your coverage elections during the Benefit Year. (This restriction is due primarily to requirements under federal law.)  However, you may make a change to an election which is on account of and consistent with a “change in status.”  If you have a change in family or work status or under certain other circumstances, you may join, re-join, opt out, increase or decrease coverage (e.g., change from employee to family or vice versa) if you notify the Company within 30 days of the change.  

The following list describes circumstances that may permit you to make an election change:

1. Change in Status.  If one or more of the following Changes in Status occur, you may revoke your old election during the year and make a new election, provided that both the revocation and new election are on account of and correspond with the Change in Status (as described below). Those occurrences that qualify as a Change in Status include the events described below, as well as any other events that the plan administrator determines are permitted under subsequent IRS regulations:

· a change in your legal marital status (such as marriage, legal separation, annulment, divorce or death of your spouse);

· a change in the number of your dependents for tax purposes (such as the birth of a child, adoption or placement for adoption of a dependent, or death of a dependent);

· any of the following events that change the employment status of you, your spouse, or your dependent that affects benefit eligibility under a cafeteria plan (including this plan) or other employee benefit plan of you, your spouse, or your dependents. Such events include any of the following changes in employment status: termination or commencement of employment, a commencement of or return from an unpaid leave of absence, a change in worksite, switching between salaried and hourly-paid, or part-time and full-time; incurring a reduction or increase in hours of employment; or any other similar change which makes the individual become (or cease to be) eligible for a particular employee benefit;

· an event that causes your dependent to satisfy or cease to satisfy an eligibility requirement for a particular benefit, such as attainment of age, student status, or any similar circumstance;

· a change in your, your spouse’s, or your dependent’s place of residence.

If a Change in Status occurs, you must inform the plan administrator and complete a payroll deduction form within 30 days of the occurrence.  Your coverage change will be effective on the first of the month following the date you notify the plan administrator. However, if your Change in Status is a birth, adoption, or placement for adoption of a dependent child, coverage will be retroactively provided to the date of the event. 

If you wish to change your election based on a Change in Status, you must establish that the revocation is on account of and corresponds with the Change in Status.  The plan administrator (in its sole discretion) shall determine whether a requested change is on account of and corresponds with a Change in Status.  As a general rule, a desired election change will be found to be consistent with a Change in Status event if the event affects coverage eligibility.  In addition, you must also satisfy the following specific requirements in order to alter your election based on that Change in Status:

· Loss of Dependent Eligibility.  For health benefits, a special rule governs which types of election changes are consistent with the Change in Status.  For a Change in Status involving your (a) divorce, annulment or legal separation from your spouse, (b) the death of your spouse or your dependent, or (c) your dependent ceasing to satisfy the eligibility requirements for coverage, your election to cancel health benefits for any individual other than (a) your spouse involved in the divorce, annulment, or legal separation, (b) your deceased spouse or dependent, (c) or your dependent that ceased to satisfy the eligibility requirements would fail to correspond with that Change in Status.  
· Gain of Coverage Eligibility Under Another Employer’s Plan.  For a Change in Status in which you, your spouse, or your dependent gain eligibility for coverage under an employer’s plan as a result of a change in your marital status or a change in your spouse’s or your dependent’s employment status, your election to cease coverage for that individual under the plan would correspond with that Change in Status only if coverage for that individual becomes effective or is increased under the other employer’s plan.

2. Special Enrollment Rights.  If you, your spouse and/or a dependent are entitled to special enrollment rights under a group health plan, you may change your election to correspond with the special enrollment right.  Thus, for example, if you declined enrollment in medical coverage for yourself or your eligible dependents because of outside medical coverage and eligibility for such coverage is subsequently lost due to certain reasons (i.e., due to legal separation, divorce, death, termination of employment, reduction in hours, or exhaustion of COBRA period), you may be able to elect medical coverage under the plan for yourself and your eligible dependents who lost such coverage.  Furthermore, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may also be able to enroll yourself, your spouse, and your newly acquired dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.  

3. Certain Judgments and Orders.  If a judgment, decree or order, including a Qualified Medical Child Support Order (QMSCO), resulting from a divorce, separation, annulment or custody change requires your dependent child (including a foster child who is your tax dependent) to be covered under this plan, you may change your election to provide coverage for the dependent child.  If the order requires that another individual (such as your former spouse) cover the dependent child, you may change your election to revoke coverage for the dependent child.

4. Entitlement to Medicare or Medicaid.  If you, your spouse, or a dependent actually enroll in Medicare or Medicaid, you may cancel that person’s health coverage.  Similarly, if you, your spouse, or a dependent who has been enrolled in Medicare or Medicaid loses eligibility for same, you may, subject to the terms of the underlying plan, elect to begin or increase that person’s health coverage.

5. Change in Cost.  If the plan administrator notifies you that the cost of your coverage under the plan significantly increases during the plan year or there is a loss of coverage mid-year, you may choose either to make an increase in your contributions or revoke your election if there is no other plan option that provides similar coverage.  You may also revoke your election if there is a significant curtailment that amounts to a loss of coverage and there is no other plan option that provides similar coverage.  However, if there is a significant curtailment that does not amount to a loss of coverage (e.g., an increase in deductibles or co-payments), you may not drop your coverage but only switch to a similar coverage.  If the cost of coverage under the plan significantly decreases, all eligible employees, even those who previously did not participate in the cafeteria plan, may elect coverage under the plan.  For insignificant increases or decreases in the cost of benefits, however, the plan administrator will automatically adjust your election contributions to reflect the minor change in cost. 

6. Change in Coverage.  If the plan administrator notifies you that your coverage under the plan is significantly curtailed you may revoke your election and elect coverage under another plan option that provides similar coverage.  Also, if during the plan year the plan adds or eliminates a coverage option, you may elect the newly-added option or elect another plan option (when a plan option has been eliminated), and may do so on a pre-tax basis by making a corresponding election change under another plan option which provides similar coverage.  Additionally, you may make an election change when there is a significant improvement in coverage provided under an existing benefit option.  Further, you may make an election change that is on account of and corresponds with a change made under the plan of your spouse’s, former spouse’s, or dependent’s employer, so long as: (a) his or her employer’s plan permits its participants to make an election change permitted under the IRS regulations; or (b) this plan permits you to make an election for a period of coverage which is different from the period of coverage under his or her employer’s plan. 

BENEFITS

This section briefly summarizes the health benefits available under the Plan and describes some important rules regarding your annual elections under the Plan.  For a more complete description of the benefits available under each coverage option, please refer to the appropriate appendix that appears at the end of this booklet.

Medical Coverage:  You have a choice of one medical option – a Preferred Provider Organization  (“PPO”).  Geisinger Indemnity Insurance Company administers the option for the Plan.  Geisinger Indemnity Insurance Company provides only administrative claims payment services under this agreement and does not assume any financial risk or obligation with respect to claims.  Benefits are funded entirely by the Plan Sponsor.  Details for the plan are described in the Appendix.  You should make your decision based on individual and family health care needs.  Your eligible dependents may also be enrolled to participate in the option you select. 

See the section of this booklet entitled COVERAGE OPTIONS AND ENROLLMENT for rules governing your election (and your ability to change your election) and the manner in which contributions are made.

Paying for Coverage.  You are required to contribute toward the cost of the medical coverage you select.  The contribution you are required to pay can be made on a pre-tax or after-tax basis (which you elect) and is determined by the Company each year.

Special Rules Related to Pregnancy and Childbirth.  The Plan generally may not, under federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a normal delivery, or less than 96 hours following a cesarean section, or require that a health care provider obtain authorization from the Plan or any insurance issuer for prescribing a length of stay not in excess of the above periods.  However, federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable).

Special Enrollment Rights.  If you decline enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to enroll yourself or your dependent in this Plan, provided that you request enrollment within 30 days after your other coverage ends and such other coverage was lost due to (i) the loss of eligibility for such other coverage, (ii) the cessation of employer contributions for such other coverage, or (iii) the exhaustion of COBRA coverage.  In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.

Special Coverages Required by the Women’s Health and Cancer Rights Act.  The Women’s Health and Cancer Rights Act of 1998 requires the Plan to cover the following medical services in connection with coverage for a mastectomy:

· Reconstruction of the breast on which the mastectomy has been performed;

· Surgery and reconstruction of the other breast to produce symmetrical appearance; and

· Prostheses and physical complications in all stages of mastectomy, including lymphedemas.

These services will be provided in a manner determined in consultation with the attending physician and the patient.  Coverage for these medical services are subject to applicable deductibles and coinsurance amounts.

Decisions on Health Care.  The Plan’s health care benefits provide solely for the payment of certain health care expenses.  All decisions regarding health care will be solely the responsibility of each covered individual in consultation with the personal health care provider selected by the individual.  The Plan and any applicable insurance contracts contain rules for determining the percentage of allowable health care expenses that will be reimbursed and whether particular treatments or health care expenses are eligible for reimbursement.  Certain benefits must be rendered by Participating Providers for Members to receive certain services and to receive maximum benefits. In additions, coverage for Benefits is subject to the cost-sharing option set forth in this Summary Plan Description.  Any decision with respect to the level of health care reimbursement, or the coverage of a particular health care expense, may be disputed by the covered individual in accordance with the Plan’s claims procedure.  Each covered individual may use any source of care for health treatment and health coverage as selected by such individual, and neither the Plan nor the Company will have any obligation for the cost or legal liability for the outcome of such care, or as a result of a decision by a covered individual not to seek or obtain such care, other than liability under the Plan for the payment of benefits. 

Termination of Employment.  If you terminate your employment with the Company, coverage for you and your dependents will end on the last day of employement.  However, under federal law, you and your dependents may be entitled to continuation of health care coverage.  The section of this booklet entitled CONTINUATION OF COVERAGE UNDER COBRA describes certain circumstances under which health care coverage may be continued after the date coverage would otherwise end.

LOSS OF BENEFITS  

Except as otherwise described in this document, your coverage ends the last day of employment with the Company.  This will occur upon your retirement, resignation, discharge, or death.  The Company will, however, discuss with you at your request what, if any, arrangements may be made to continue coverage beyond the date your employment ceases.  The section entitled CONTINUATION OF COVERAGE UNDER COBRA also describes certain circumstances under which health care coverage may be continued after the date your employment ends, or, in the case of your dependents, after the date on which they become ineligible for health care coverage under the Plan.

Coordination of Benefits

If a covered Person is covered under this Plan and one or more other Plans, as defined below, the benefits payable with respect to him/her under this Plan will be either this Plan’s benefits or reduced benefits which, when added to the benefits of the other Plan, will be 100% of Allowable Amount as defined below:

“Plan” means any Plan under which medical services are provided by:

1.
Group, blanket or franchise insurance coverage;

2.
Any group Hospital service prepayment, group medical service prepayment, group practice or other group prepayment coverage;

3.
Group coverage under labor-management trusteed Plans, union welfare Plans, employer organization Plans or employee benefit Plans;

4.
Coverage under governmental programs or coverage required or provided by any statue, except Medicare and State Mandated Automobile coverage.  Medicare is secondary payor to the extent required by federal law.

“Allowable Amount” means any Medically Necessary, reasonable and customary item of expense incurred by a Covered person that is covered at least in part under any of the Plans involved.

When a claim is made, the primary Plan pays its benefits without regard to any other Plans.  The secondary Plan adjusts its benefits so that the total benefits available will not exceed the Allowable Expenses.  No Plan pays more that it would without the Coordination of Benefits Provision.

A Plan without a Coordination of Benefits provision is always the primary Plan.  If all Plans have such a provision:

1.
The Plan covering the person directly, rather than as an employee’s dependent, is primary and the other Plans are secondary.

2.
Dependent children of parents not separated or divorced: the Plan covering the parent whose birthday falls earlier in the year pays first.  The Plan covering the parent whose birthday falls later in the year pays second.

However, if the other plan does not have the rule described in paragraph two immediately above, but instead has a rule based on the gender of the parent, and if, as a result, the Plans do not agree on the order of benefits, the rule in the other Plan will determine the order of benefits.

3.
Dependent children of separated or divorced parents: When parents are separated or divorced, neither the male/female nor birthday rules apply.  Instead:

· The Plan of the parent with custody pays first;

· The Plan of the spouse of the parent with custody (stepparent) pays next;

· The Plan of the parent without custody pays last.

However, if the specific terms of a court decree state that one of the parents is responsible for the child’s health care expenses and the insurer of other entity obliged to pay or provide the benefits of that parent’s Plan has actual knowledge of those terms, that Plan pays first.  If any benefits are actually paid or provided before the entity has actual knowledge, this “court decree” rule is not applicable during the remainder of the Plan year.

4.
Active/inactive employee: The Plan covering a person as an employee who is neither laid off nor retired (or as that person’s dependent) pays benefits first.  The Plan covering that person as a laid off or a retired employee (or as that person’s dependent) pays benefits second.  If both Plans do not have this rule and if, as a result, the Plans do not agree on the order of benefits, this rule is ignored.

5.
If none of the above rules determines the order of benefits, the Plan covering a person longer pays first.  The Plan covering that person for the shorter time pays second.

6.
Benefits of a Plan that does not contain Coordination of Benefits Provision will be determined before the benefits of this Plan.

The Heath Plan Administrator has the right to release to or obtain from any other organization or person any information necessary for the administration of this Provision.

Whenever payments have been made by the Plan in amounts in excess of those necessary to satisfy the intent of this provision, the Health Plan Administrator has the right to recover such excess from the person to or for whom such payments were made or from another insurance company or organization.

When you claim benefits under this Plan, you must furnish the Health Plan Administrator with information about other coverage that may be involved in applying this coordination provision.

Privacy of Health Information.  

The receipt, use and disclosure of protected health information by the medical and dental portions of the Plan is governed by regulations issued under the Health Insurance Portability and Accountability Act (commonly referred to as “HIPAA”).  In accordance with these regulations, the Plan Administrator, certain employees of the plans and the plans’ business associates may receive, use and disclose protected health information in order to carry out payment, treatment and health care operations under the plans.  These entities and individuals may use protected health information for such purposes without your consent or written authorization.  In addition, your protected health information may be shared with the Plan Sponsor without your consent or written authorization for administrative purposes.  In the normal course, if your protected health information is used or disclosed for any other purpose, your written authorization for such use or disclosure will be required.  See the section of this booklet entitled HIPAA PRIVACY for information regarding the privacy of your protected health information.

CLAIMS AND APPEALS PROCEDURES  

This section describes the Plan’s procedures under which you can make a claim for benefits under the Plan and appeal a denied claim for benefits.  Please note that, in general, these claims and appeals procedures only apply if the booklet or contract that governs the particular benefit does not, itself, contain claims and appeals procedures.  For purposes of this section of the SPD, the Plan Administrator (or any third party to whom the Plan Administrator has delegated the authority to review and evaluate claims, such as an insurance company) shall be referred to as the “Claims Administrator” at the initial claim level and the “Appeals Administrator” at the appeal level.  The Plan Sponsor has delegated Geisinger Indemnity Insurance Company to be the “Claims Administrator” at the initial claim level and the “Appeals Administrator” at the first level of appeal.  Initial claims and first level appeals should be filed with Geisinger Indemnity Insurance Company, 100 North Academy Avenue, Danville, Pennsylvania, 17822.

A request for benefits is a “claim” subject to these procedures only if it is filed by you or your authorized representative in accordance with the Plan’s claim filing guidelines.  In general, claims must be filed in writing (except urgent care claims, which may be made orally) with the applicable provider.  Any claim that does not relate to a specific benefit under the Plan (for example, a general eligibility claim) must be filed with the Plan Administrator at the address set forth in the “Additional Information” section below.  A request for prior approval of a benefit or service where prior approval is not required under the Plan is not a “claim” under these rules.  Similarly, a casual inquiry about benefits or the circumstances under which benefits might be paid under the Plan is not a “claim” under these rules, unless it is determined that your inquiry is an attempt to file a claim.  If a claim is received, but there is not enough information to allow the Claims Administrator to process the claim, you will be given an opportunity to provide the missing information. 

If you want to bring a claim for benefits under the Plan, you may designate an authorized representative to act on your behalf so long as you provide written notice of such designation to the Claims Administrator and/or the Appeals Administrator identifying such authorized representative.  In the case of a claim for medical benefits involving urgent care, a health care professional who has knowledge of your medical condition may act as your authorized representative.

Claims Involving Health Benefits

Types of Claims - There are several different types of claims that you may bring under the Plan.  The Plan’s procedures for evaluating claims (for example, the time limits for responding to claims and appeals) depends upon the particular type of claim.  The types of claims that you generally may bring under the Plan are as follows:

· Urgent Care Claim - An “urgent care claim” is a claim for benefits or services involving a sudden and urgent need for such benefits or services.  A claim will be considered to involve urgent care if the Claims Administrator or a physician with knowledge of your condition determines that the application of the claims review procedures for non-urgent claims (i) could seriously jeopardize your life or your health, or your ability to regain maximum function, or (ii) in your physician’s opinion, would subject you to severe pain that cannot adequately be managed without the care or treatment that is the subject of the claim.

· Pre-Service Claim - A “pre-service claim” is a claim for a particular benefit under the Plan that is conditioned upon you receiving prior approval in advance of receiving the benefit.  A pre-service claim must contain, at a minimum, the name of the individual for whom benefits are being claimed, a specific medical condition or symptom, and a specific treatment, service or product for which approval is being requested.

· Post-Service Claim - A “post-service claim” is a claim for payment for a particular benefit or for a particular service after the benefit or service has been provided.  A post-service claim must contain the information requested on a claim form provided by the applicable provider.

· Concurrent Care Review Claim - A “concurrent care review claim” is a claim relating to the continuation/reduction of an ongoing course of treatment.

Time Periods for Responding to Initial Claims - If you bring a claim for benefits under the Plan, the Claims Administrator will respond to your claim within the following time periods:

· Urgent Care Claim - In the case of an urgent care claim, the Claims Administrator shall respond to you within 72 hours after receipt of the claim.  If the Claims Administrator determines that it needs additional information to review your claim, the Claims Administrator will notify you within 24 hours after receipt of the claim and provide you with a description of the additional information that it needs to evaluate your claim.  You will have no less than 48 hours from the time you receive this notice to provide the requested information.  Once you provide the requested information, the Claims Administrator will evaluate your claim within 48 hours after the earlier of the Claims Administrator’s receipt of the requested information, or the end of the extension period given to you to provide the requested information.  There is a special time period for responding to a request to extend an ongoing course of treatment if the request is an urgent care claim.  For these types of claims, the Claims Administrator must respond to you within 24 hours after receipt of the claim by the Plan (provided, that you make the claim at least 24 hours prior to the expiration of the ongoing course of treatment).

· Pre-Service Claim - In the case of a pre-service claim, the Claims Administrator shall respond to you within 15 days after receipt of the claim.  If the Claims Administrator determines that an extension is necessary due to matters beyond the control of the Plan, the Claims Administrator will notify you within the initial 15-day period that the Claims Administrator needs up to an additional 15 days to review your claim.  If such an extension is because you failed to provide the information necessary to evaluate your claim, the notice of extension will describe the information that you need to provide to the Claims Administrator.  You will have no less than 45 days from the date you receive the notice to provide the requested information.

· Post-Service Claim - In the case of a post-service claim, the Claims Administrator shall respond to you within 30 days after receipt of the claim.  If the Claims Administrator determines that an extension is necessary due to matters beyond the control of the Plan, the Claims Administrator will notify you within the initial 30-day period that the Claims Administrator needs up to an additional 15 days to review your claim.  If such an extension is necessary because you failed to provide the information necessary to evaluate your claim, the notice of extension will describe the information that you need to provide to the Claims Administrator.  You will have no less than 45 days from the date you receive the notice to provide the requested information.

· Concurrent Care Review Claim - If the Plan has already approved an ongoing course of treatment for you and contemplates reducing or terminating the treatment, the Claims Administrator will notify you sufficiently in advance of the reduction or termination of treatment to allow you to appeal the Claims Administrator’s decision and obtain a determination on review before the treatment is reduced or terminated.

Notice and Information Contained in Notice Denying Initial Claim - If the Claims Administrator denies your claim (in whole or in part), the Claims Administrator will provide you with written notice of the denial (although initial notice of a denied urgent care claim may be provided to you orally).  This notice will include the following: 

· Reason for the Denial - the specific reason or reasons for the denial;

· Reference to Plan Provisions - reference to the specific Plan provisions on which the denial is based; 

· Description of Additional Material - a description of any additional material or information necessary for you to perfect your claim and an explanation as to why such information is necessary; 

· Description of Any Internal Rules - a copy of any internal rule, guideline, protocol, or other similar criterion relied upon in making the appeal determination or a statement that such a rule, guideline, protocol, or other criterion was relied upon in making the appeal determination and that a copy of such rule will be provided to you free of charge at your request; and

· Description of Claims Appeals Procedures - a description of the Plan’s appeals procedures and the time limits applicable for such procedures (such description will include a statement that you are eligible to bring a civil action in Federal court under Section 502 of ERISA to appeal any adverse decision on appeal and a description of any expedited review process for urgent care claims).

Appealing a Denied Claim for Benefits - If your initial claim for benefits is denied by the Claims Administrator, you may appeal the denial by filing a written request (or an oral request in the case of an urgent care claim) with the Appeals Administrator within 180 days after you receive the notice denying your initial claim for benefits.  Appeals should be filed with Geisinger Indemnity Insurance Company, 100 North Academy Avenue, Danville, Pennsylvania 17822.  If you decide to appeal a denied claim for benefits, you will be able to submit written comments, documents, records, and other information relating to your claim for benefits (regardless of whether such information was considered in your initial claim for benefits) to the Appeals Administrator for review and consideration.  You will also be entitled to receive, upon request and free of charge, access to and copies of, all documents, records and other information that is relevant to your appeal.

Time Periods for Responding to Appealed Claims - If you appeal a denied claim for benefits, the Appeals Administrator will respond to your claim within the following time periods:

· Urgent Care Claim - In the case of an appeal of a denied urgent care claim, the Appeals Administrator shall respond to you within 72 hours after receipt of the appeal.

· Pre-Service Claim - In the case of an appeal of a denied pre-service claim, the Appeals Administrator shall respond to you within 30 days after receipt of the appeal.

· Post-Service Claim - In the case of an appeal of a denied post-service claim, the Appeals Administrator shall respond to you within 60 days after receipt of the appeal.

· Concurrent Care Review Claim - In the case of an appeal of a denied concurrent care review claim, the Appeals Administrator shall respond to you before the concurrent or ongoing treatment in question is reduced or terminated. 

Notice and Information Contained in Notice Denying Appeal - If the Appeals Administrator denies your claim (in whole or in part), the Appeals Administrator will provide you with written notice of the denial (although initial notice of a denied urgent care claim may be provided to you orally or via facsimile or other similarly expeditious means of communication).  This notice will include the following: 

· Reason for the Denial - the specific reason or reasons for the denial;

· Reference to Plan Provisions - reference to the specific Plan provisions on which the denial is based; 

· Statement of Entitlement to Documents - a statement that you are entitled to receive, upon request and free of charge, access to and copies of, all documents, records and other information that is relevant to your claim and/or appeal for benefits;

· Description of Any Internal Rules - a copy of any internal rule, guideline, protocol, or other similar criterion relied upon in making the appeal determination or a statement that such a rule, guideline, protocol, or other criterion was relied upon in making the appeal determination and that a copy of such rule will be provided to you free of charge at your request; and

· Statement of Right to Bring Action - a statement that you are entitled to bring a civil action in Federal court under Section 502 of ERISA to pursue your claim for benefits.

The decision of the Appeals Administrator shall be final and conclusive on all persons claiming benefits under the Plan, subject to applicable law.  If you challenge the decision of the Appeals Administrator, a review by a court of law will be limited to the facts, evidence and issues presented during the claims procedure set forth above.  Claims in federal court must be filed within 90 days of the final denial as described above.  The appeal process described herein must be exhausted before you can pursue the claim in federal court.  Facts and evidence that become known to you after having exhausted the appeals procedure may be submitted for reconsideration of the appeal in accordance with the time limits established above.  Issues not raised during the appeal will be deemed waived.

CONTINUATION OF COVERAGE UNDER COBRA

Health care coverage is protection we often take for granted, but sometimes circumstances arise that leave us unprotected.  The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) is a federal law that has several provisions designed to protect you and your family against a sudden loss of health care coverage if you have a qualifying event (explained below) that would cause the loss of your health care coverage provided by the Company.  The following information outlines the continuation of coverage available under COBRA.

Explanation of COBRA Continuation Coverage:  
COBRA requires most employers who sponsor group health care plans to provide a temporary extension of health care coverage to employees and their dependents when, due to certain circumstances, coverage would otherwise terminate under the employer’s plan. This temporary extension of benefits is commonly called continuation of coverage.

Individuals who are eligible for COBRA coverage are called qualified beneficiaries.  The events which entitle them to coverage are called qualifying events.  In addition, a child born to, adopted by, or placed for adoption with the covered employee during the continuation coverage will be a qualified beneficiary for COBRA purposes.  To be a qualified beneficiary for health coverage, you must have had health coverage under the Plan on the day before a qualifying event occurs.

Who Must Provide Notice When Coverage is Lost:  
When a qualifying event occurs, you and the Company have certain responsibilities.  If the qualifying event is divorce or a legal separation, or loss of dependent status, you or a covered family member must notify the Plan Administrator in writing within 60 days of the qualifying event.  The Company will notify the Plan Administrator if the event is death, termination of employment, reduction in hours, or entitlement to Medicare benefits.

When the Plan Administrator is notified of a qualifying event, the Plan Administrator will send you and/or your dependent(s) a written explanation of the right to elect continuation coverage.  You then have 60 days from the later of the date of this explanation from the Plan Administrator or the date on which your existing coverage would end to notify the Plan Administrator of your election.  If you and/or a dependent do not respond in writing within the time limit, the right to elect to continue coverage under COBRA will be lost.

	The chart below summarizes who is eligible for continuation coverage under COBRA, under what circumstances, and for how long.


	PERSON AFFECTED (Qualified Beneficiary)
	REASON FOR LOSS OF COVERAGE 

(Qualifying Event)
	PERIOD OF CONTINUATION

COVERAGE

	Employee
	Reduction in hours of employment 

Termination of employment for reasons other than gross misconduct
	18 months*

18 months*

	Covered Spouse of an Employee
	Death of employee

Divorce or legal separation from employee

Employee becomes entitled to Medicare benefits

Reduction in employee’s hours of employment

Termination of employee’s employment for reasons other than gross misconduct
	36 months

36 months

36 months

18 months*

18 months*



	Covered Child of an Employee
	Death of employee

Divorce or legal separation of employee and spouse

Employee becomes entitled to Medicare benefits

Failure of child to qualify as a dependent under the Plan

Reduction in employee’s hours of employment

Termination of employee’s employment for reasons other than gross misconduct
	36 months

36 months

36 months

36 months

18 months*

18 months*



	*
The 18-month continuation coverage period will be extended to 29 months for all qualified beneficiaries if any qualified beneficiary is disabled under the Social Security laws at any time during the first 60 days of COBRA coverage.  To qualify for this extension, the qualified beneficiary must notify the Plan Administrator within 60 days of the determination that s/he is disabled under the Social Security laws and before the expiration of the 18-month period.  The Plan Administrator is permitted to charge a higher premium for continuation coverage during the 19th through 29th months.  If the employee finds that s/he is no longer disabled, s/he must notify the Plan Administrator within 30 days of such a determination.


The 18, 29, or 36 months of continuation coverage begin on the date that coverage would originally end.

If You Elect to Continue Coverage:  
Each member of a family who is eligible to elect continuation coverage may make a separate election to continue coverage, or one member of the family may make an election that covers some or all of the others.

If you elect to continue coverage, you must pay a total premium equal to the cost to the Plan of such coverage, plus a two percent (2%) monthly administration charge (or such higher charge as may be permitted by law).  The total premium includes the Company’s contribution and any contribution an active participant is required to make under the Plan.

The first payment must be made within 45 days following the date of your election and must cover the number of full calendar months from the date coverage ended to the time of your election.  Premiums for each calendar month after your election are due by the 1st day of the month and must be paid not later than the last day of that month.  Payment for the calendar month in which you make your election must be made within 30 days of your election.

Premium rates will change periodically for all qualified beneficiaries if costs to the Company change.

Continuation coverage will be identical to the coverage provided similarly-situated employees and/or dependents.  Your medical care coverage will continue to be provided by the provider which is providing benefits to you on the date of the qualifying event.  Should providers change or benefit levels increase or decrease, both active and COBRA participants will experience the same change.

Coverage You May Elect:  
You may elect to continue only the coverage that was in effect on the date of the qualifying event.  

Coverage for Eligible Dependents:  
If you elect continuation coverage that also covers your eligible dependents, these dependents may not make an independent selection of coverage until the next open enrollment period.  At that time, they may change their coverage if they wish.

However, if you decide not to continue your coverage at all, each dependent may make an independent coverage selection.

Changes to Continuation Coverage:  
Qualified beneficiaries have the same opportunities to change coverage as active employees during each open enrollment period.  During each open enrollment period, you may elect different coverage or add or delete dependents in the same manner as an active employee.

When COBRA Benefits End:  
Generally, continuation coverage runs for 18, 29 or 36 months, depending on the qualifying event, as described in the chart above. However, COBRA benefits will end immediately if:

· The person whose coverage is being continued fails to pay the premium on time;

· The person whose coverage is being continued becomes, after the date of the election of continuation coverage, covered under another employer’s group health plan unless the other group health plan contains an exclusion or limitation with respect to a preexisting condition of the person (other than an exclusion or limitation which does not apply to (or is satisfied by) the person under applicable provisions of federal law);

· The person whose coverage is being continued becomes, after the date of the election of continuation coverage, entitled to Medicare benefits;

· In the case of a person whose coverage is being continued under the special extended coverage period for disabled individuals, it is determined that the person is no longer disabled under the Social Security laws; or

· The Company no longer maintains a group health plan covering any employee.

Two Qualifying Events:  
An 18-month period of continuation coverage may be extended if another qualifying event occurs during that time. However, no one may extend coverage for more than 36 months from the occurrence of the first qualifying event. For example, if your employment ends and you get divorced during the initial 18-month continuation period, your dependents (but not you) may extend coverage for up to 36 months from the date your employment ended.  

Continuation Coverage During Military Service:  
Employees and dependents who lose health coverage due to the employee’s military leave of absence under the Uniformed Services Employment and Reemployment Rights Act of 1994 may elect to continue coverage for up to 18 months.  Any individual who elects to continue such coverage will be required to make the same premium payments as a COBRA participant.

Conversion to an Individual Policy:  
At the end of the 18, 29, or 36-month continuation period, you may be eligible to convert your medical coverage to an individual policy. If you are eligible, you will be required to make the necessary arrangements directly with the insurance carriers.

PLAN ADMINISTRATOR

The Plan Administrator may appoint an individual or a committee to act on its behalf.  The name, business address, and business telephone number are provided under the section below entitled Additional Information.
In general, the Plan Administrator is the sole judge of the application and interpretation of the Plan, and has the discretionary authority to construe the provisions of the Plan, to resolve disputed issues of fact, and to make determinations regarding eligibility for benefits.  However, the Plan Administrator has the authority to delegate certain of its powers and duties to a third party.  The Plan Administrator has delegated certain administrative functions under the Plan to various service providers.  As the Plan Administrator’s delegate, these service providers have the authority to make decisions under the Plan relating to benefit claims, including determinations as to the medical necessity of any service or supply.

The decisions of the Plan Administrator (or its delegate) in all matters relating to the Plan (including, but not limited to, eligibility for benefits, Plan interpretations, and disputed issues of fact) will be final and binding on all parties and generally will not be overturned by a court of law.

AMENDMENT OR TERMINATION OF THE PLAN

The Company reserves the right to amend or modify the Plan at any time and for any reason with respect to both current and former Employees and their dependents. Such changes may include, but are not limited to, the right to (1) change or eliminate benefits, (2) increase or decrease employee contributions, (3) increase or decrease deductibles and/or copayments, (4) change the class(es) of employees and/or dependents covered by the Plan, and (5) change insurers, or other providers.  The Company also reserves the right to terminate the Plan, or any portion of the Plan, at any time and for any reason.  No amendment, termination or partial termination of the Plan will affect claims incurred for which items or services have been provided prior to the date of amendment, termination or partial termination.

ADDITIONAL INFORMATION

Plan Information.  
The official plan name, plan identification number, and Plan Year (fiscal year used for plan records) for the Plan are as follows:

Plan Name:
JDK Management Company, L.P.’s  Medical Plan
Plan Number:
111252
Plan Year:
The plan year for maintaining the Plan’s fiscal records is the calendar year.  The plan year (Benefit Year) for claims is also the calendar year.

.

Company/Plan Sponsor Information.  The name, address and telephone number of the Company/Plan Sponsor are as follows:

JDK Management Company, L.P.
1388 State Route #487
Bloomsburg, PA 17815
570-784-0111
Employer Identification Number (“EIN”).  
The employer identification number assigned to the Company by the IRS is 23-3062632.

Plan Administrator/Claims Administrator Information.  
The name, address and telephone number of the Plan Administrator and Claims Administrator is as follows:


Plan Administrator


Geisinger Indemnity Insurance Company

100 North Academy Avenue


Danville, PA 17822

570-271-5555

Claims Administrator


Geisinger Indemnity Insurance Company


100 North Academy Avenue


Danville, PA  17822


(570)-271-5555

Agent for Service of Legal Process.  
The agent for the service of legal process for the Plan is the Company/Plan Sponsor, at the address set forth above.

Type of Plan.  
The Plan is a welfare benefit plan providing the medical and prescription drug benefits.  The benefits described are provided under a “group health plan” within the meaning of ERISA.

Administration.  
Benefits under the Plan are administered by the Company.

Funding Medium.  
The benefits under the Plan are funded through direct payments from the general funds of the Plan Sponsor or one or more insurance contracts.

NONDISCRIMINATION

Governing law requires that contributions and benefits under the Plan cannot discriminate in favor of “Highly Compensated Employees” or “Key Employees” (generally employees who are officers, shareholders or highly paid).  If you are within these categories and the Plan is determined to be discriminatory (which determination would be based on the number of Highly Compensated and Key Employees who elect to participate in the Plan relative to the number of participating employees who are not within these categories), the Company may limit or deny your compensation reduction agreement, with or without your consent, to the extent necessary to avoid such discrimination.  If the Plan is determined to be discriminatory participant premiums may become taxable.

THIRD PARTY LIABILITY  

If your injury or illness was caused by the action or inaction of another person or party, that person or party may be responsible for your hospital or medical bills.  Automobile accident injuries or personal injury suffered on another’s property are examples.

Since collecting payments for these expenses from the third party may take a long time, the Plan will provide the appropriate benefits and then seek repayment from any settlement you may receive.  You may be asked to sign a form that acknowledges the Plan’s right to be reimbursed and verifies that you will help the Plan secure its rights.  If you bring a liability claim against a third party, benefits payable under the Plan must be included in the claim.  When the claim is resolved, you must reimburse the Plan for the benefits provided.  The Plan will have first priority in any recovery regardless of the manner in which the recovery is structured or worded and regardless of whether you have been “made whole” by the settlement.  The Plan’s reimbursement will not be reduced by attorney’s fees, unless agreed to by the Plan.  Any so-called “fund doctrine” or “common fund doctrine” or “attorney’s fund doctrine” shall not defeat the right of the Plan to recover under this section without paying attorney’s fees or costs.  Further, the Plan expressly disavows the application of the “collateral source” rule and the “common fund” rule as legal theories intended to prevent or limit the Plan’s recovery from any payment you may receive from a third party.

You are legally obligated to avoid doing anything that would prejudice the Plan’s rights of reimbursement.  However, the Plan shall be entitled to recover in accordance with these rules, even if you do not sign or return its forms.  Your failure to cooperate may result in your disqualification from receipt of further benefits from the Plan.  In addition, the Plan may offset any future benefits otherwise payable.

This provision does not apply to an individual insurance policy covering you or your dependents for which you or your dependent paid the premium.

NO ASSIGNMENT OF BENEFITS  

You cannot assign, pledge, encumber or otherwise alienate any legal or beneficial interest in benefits under the Plan, and any attempt to do so will be void.  The payment of benefits directly to a health care provider, if any, shall be done as a convenience to the covered person and will not constitute an assignment of benefits under the Plan.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (“QMCSO”)

If a qualified medical child support court order (QMCSO) issued in a domestic relations proceeding (e.g., a divorce or legal separation proceeding) requires you as a parent to cover a child who is not in your custody, you may do so.  To be qualified, a medical child support order must include:  

· name and last known address of the parent who is covered under this plan;

· name and last known address of each child to be covered under this plan;

· type of coverage to be provided to each child; and

· period of time the coverage is to be provided.

QMCSOs should be sent to the plan administrator.  Upon receipt, the plan administrator will notify you and describe the plan’s procedures for determining if the order is qualified.  If the order is qualified, you may cover your children under the plan.  As a beneficiary covered under the plan, your child will be entitled to information that the plan provides to other beneficiaries under ERISA’s reporting and disclosure rules.  You may receive from the Plan Administrator, without charge, a copy of the Plan’s QMCSO procedures.

HIPAA PRIVACY & PROTECTED HEALTH INFORMATION

The following provisions permit the Plan to disclose your protected health information (“PHI”), as defined in HIPAA, to the Plan Sponsor to the extent that such PHI is necessary for the Plan Sponsor to carry out its administrative functions related to the Plan.

Disclosure To The Plan Sponsor:  The Plan (or health insurance issuer) may disclose your PHI to the Plan Sponsor that is necessary for the Plan Sponsor to carry out the following administrative functions related to the Plan.  

The Plan Sponsor needs access to PHI to: 

· Determine whether you and/or your dependent are eligible for benefits under the Plan; 

· Determine the amount of benefits, if any, you and/or your dependent are entitled to from the Plan; 

· Determine or find facts that are relevant to any claim for benefits from the Plan; 

· Determine whether a participant’s benefits should be terminated or suspended; 

· Perform duties relating to the establishment, maintenance and administration of the Plan;

· Communicate with participants regarding the status of their claims; 

· Recover any overpayment or mistaken payments made to claimants; and

· Handle participant issues with regard to subrogation and third party claims.

The Plan Sponsor may use and disclose your PHI provided to it from the Plan (or health insurance issuer) only for the administrative purposes described above. 

Limitations And Requirements Related To The Use and Disclosure of PHI:  The Plan Sponsor agrees to the following limitations and requirements related to its use and disclosure of your PHI received from the Plan:

Use and Further Disclosure.  The Plan Sponsor will not use or further disclose your PHI other than as permitted or required by this document or as required by law. 

Minimum Necessary Standard.   When using or disclosing your PHI or when requesting your PHI from the Plan, the Plan Sponsor will make reasonable efforts to limit the PHI to the minimum amount necessary to accomplish the intended purpose of the use, disclosure or request.

Agents and Subcontractors.  The Plan Sponsor will require any agents, including subcontractors, to whom it provides your PHI received from the Plan to agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such information.  

Employment-Related Actions and Decisions.  Except as permitted by HIPAA and other applicable law, the Plan Sponsor will not use your PHI to take employment-related actions or make employment-related decisions about you, or in connection with any other employee benefit plan of the Plan Sponsor.

Reporting of Improper Use or Disclosure.  The Plan Sponsor shall promptly report to the Plan any improper use or disclosure of your PHI of which it becomes aware.

Adequate Protection.  The Plan Sponsor will provide adequate protection of your PHI and separation between the Plan and the Plan Sponsor by:

· ensuring that only following employees will have access to your PHI provided by the Plan; Benefits Administrator; Privacy Officer: HIPAA Contact Person; Accounting Manager.  

· restricting access to and use of your PHI to only the employees identified above and only for the administrative functions performed by the Plan Sponsor on behalf of the Plan that are described above; 

· requiring any agents of the Plan who receive your PHI to abide by the Plan’s privacy rules; and 

· using the following procedure to resolve issues of noncompliance by the employees identified above:  

a.
The Plan will be immediately notified, and the Plan and Plan Sponsor will work together to remedy the situation and mitigate any harmful effect resulting from the use or disclosure of PHI; 

b.
After an investigation into the alleged incident, those employees who are found to be in violation of these policies or the HIPAA Privacy Regulations will be sanctioned as is deemed appropriate; and

c.
The Plan and Plan Sponsor will work together to create new safeguards and procedures so as to prevent a future incident of noncompliance.

Return or Destruction of PHI.  If feasible, the Plan Sponsor will return or destroy all PHI received from the Plan that the Plan Sponsor maintains in any form, and retain no copies of such information when no longer needed for the purpose for which disclosure was made.  If such return or destruction is not feasible, the Plan Sponsor will limit further uses and disclosures to those purposes that make the return or destruction of the information infeasible.

Participant Rights.  The Plan Sponsor will provide you with the following rights:

· the right to access to your PHI;

· the right to amend your PHI upon request (or the Plan Sponsor will explain to you in writing why the requested amendment was denied) and incorporate any such amendment into your PHI; and

· the right to an accounting of all disclosures of your PHI. 

Cooperation with HHS.  The Plan Sponsor will make its books, records, and internal practices relating to the use and disclosure of PHI received from the Plan available to the Department of Health and Human Services for verification of the Plan’s compliance with HIPAA.

Certification:  The Plan will disclose PHI to the Plan Sponsor only upon receipt of a Certification by the Plan Sponsor that this Plan document has been amended in accordance with HIPAA, and that the Plan Sponsor will protect the PHI as described above.

STATEMENT OF ERISA RIGHTS

As a participant in Plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974, as amended (“ERISA”).  ERISA provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

· Examine, without charge, at the plan administrator’s office and at other specified locations, such as worksites and union halls, all documents governing the plan, including insurance contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.

· Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 Series) and updated summary plan description.  The administrator may make a reasonable charge for the copies.

· Receive a summary of the plan’s annual financial report.  The plan administrator is required by law to furnish each participant with a copy of this summary annual report.

· Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the plan as a result of a qualifying event.  You or your dependents may have to pay for such coverage.  Review this summary plan description and the documents governing the plan on the rules governing your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the operation of the employee benefit plan.  The people who operate your plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries.  No one, including your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request materials from the plan and do not receive them within 30 days, you may file suit in a federal court.  In such a case, the court may require the plan administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or federal court. In addition, if you disagree with the plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in a federal court.  If it should happen that the plan fiduciaries misuse the plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court.  The court will decide who should pay court costs and legal fees.  If you are successful the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance With Your Questions

If you have any questions about your plan, you should contact the plan administrator.  If you have any questions about this statement or about your rights under ERISA, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue NW, Washington, D.C. 20210.  You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

APPENDIX 

MEDICAL BENEFITS

SUMMARY OF BENEFITS
BENEFIT YEAR

A Benefit Year begins each January 1. It ends on the start of the next Benefit Year.

MEDICAL DEDUCTIBLE

NOTE:
The Individual Medical Deductible, where applicable, applies to each covered participant for each benefit period.  The Family Medical Deductible is equal to the sum of the Individual Deductible for three (3) of the covered family members. Three (3) covered family members  must meet their Individual Cash Deductible in full or a combination of all family members must meet the family deductible maximum before the Family Medical Deductible will be considered met. Once a family has satisfied the Family Out-of-Pocket Maximum in one (1) benefit year, the Plan will waive all further out-of-pocket expenses for any other dependent, for that benefit year.

NOTE:
“Out-of-Pocket” is the percentage of Covered Medical Expenses after the deductible that a Covered Employee or Covered Dependent pays. When Out-of-Pocket Maximums are reached during a benefit year, the coinsurance increases to 100 % for the remainder of the benefit year. For PPO participants, co-payments, non-covered charges, charges in excess of benefit maximums, charges in excess of usual, reasonable, and customary fees, or any reduction for failure to comply with pre-admission certification requirements do not apply toward satisfying the Out-of-Pocket Maximums. 
In no event may the Medical Benefit exceed the proper maximum shown in the Schedule of Benefits.

	SUMMARY OF BENEFITS

	

	SERVICES
	PARTICIPATING PROVIDERS
	NON-PARTICIPATING PROVIDERS

	Maximum Benefits
	 
	 

	Medical Maximum 
	Unlimited 
	Unlimited 

	 
	 
	 

	DEDUCTIBLES
	 
	 

	Must be satisfied once per benefit year
	$250 per member / $750 per family

	Medical Out-of-Pocket Maximums
	$1,000 per member / $3,000 per family

	
	

	Outpatient Services
	 
	 

	         Routine office visits.
	$25 copay / visit
	40% coinsurance            ($400 max/yr)

	  Specialist office visit.
	$25 copay / visit
	40% coinsurance

	  Periodic health assessments/routine physicals.
	$25 copay / visit
	40% coinsurance

	         Immunizations and inoculations covered in accordance with accepted medical practices.  All others requested by members at high risk (for conditions such as Lyme Disease or meningitis) require medical director approval.
	20% coinsurance, deductible waived
	40% coinsurance, deductible waived

	         Outpatient surgery. 
	20% coinsurance
	40% coinsurance

	Testing Services
	 
	 

	         X-rays, laboratory and other diagnostic tests.
	20% coinsurance
	40% coinsurance

	         MRI
	
	

	Emergency Services
	 
	 

	         Emergency care.
	$75 copay (waived if admitted)
	$75 copay (waived if admitted)

	         Ambulance service to and from hospital when medically necessary.
	20% coinsurance, deductible waived
	40% coinsurance, deductible waived

	         Critical response air transport when medically necessary
	20% coinsurance, deductible waived
	40% coinsurance, deductible waived

	Well-Baby Care
	 
	 

	         Pediatric office visits, including well-child care.
	$25 copay / visit
	40% coinsurance

	         Pediatric immunizations and inoculations.
	20% coinsurance, deductible waived
	40% coinsurance, deductible waived

	Hospitalization
	 
	 

	         Care in a semi-private room at a participating facility, when medically necessary.  Includes intensive care, cardiac care unit services, obstetrical care, medications and diagnostic tests.
	20% coinsurance
	40% coinsurance

	         Medical and surgical specialists' care, including anesthesia.
	20% coinsurance
	40% coinsurance

	Maternity Care
	 
	 

	         Maternity care before and after the birth of your baby. 
	20% coinsurance
	40% coinsurance

	 
	 
	 

	Rehabilitation Services
	 
	 

	         Speech therapy, occupational therapy, for up to 30 dates of service/condition/year.
	$25 copay / visit
	40% coinsurance

	         Physical therapy, for up to 30 dates of service/condition/year
	
	

	Therapeutic Services
	 
	 

	•    Manipulative treatment, electrical stimulation – attended, ultrasound, exercise therapy for strength and endurance and range of motion, re-education posture and proprioception, and exercise therapy to improve functional performance.  Maximum 20 visits/calendar year.  
	$25 copay
	40% coinsurance

	 
	 
	 

	Well-Woman Services
	 
	 

	         Annual gynecological examination, including a pelvic examination and routine pap smears.  Includes appropriate follow-up care and referrals for diagnostic testing and treatment services relating to gynecological care. 
	$25 copay / visit
	40% coinsurance, deductible waived

	         Annual mammogram for women forty (40) years of age and older or as otherwise determined medically necessary. 
	20% coinsurance, deductible waived
	40% coinsurance, deductible waived

	 
	 
	 

	Diabetes Services and Supplies*
	 
	 

	  Pharmacological agents, insulin syringes (limited to 34 day supply per copay), blood glucose test strips (limited to 34 day supply/copayment) and lancets (limited to 34 day supply/copayment).
	Covered under Rx plan only
	Covered In-Network only

	  Diabetic foot orthotics.
	20% coinsurance
	Covered In-Network only

	  Diabetic medical equipment (including insulin pump supplies).
	20% coinsurance
	Covered In-Network only

	*The plan reserves the right to restrict vendors and apply quantity limitations
	 
	 


	 
	 
	 

	Skilled Nursing/Home Health Services
	 
	 

	  Short-term medical care in a licensed skilled nursing facility, as approved by a Plan physician, for up to 100 days per non-custodial confinement.
	20% coinsurance
	40% coinsurance

	  Medically necessary skilled nursing in the home for members not requiring hospitalization. 90 day visit limit per calendar year.
	20% coinsurance
	40% coinsurance

	  Hospice care: home and inpatient care including home health aide and homemaker services, counseling and medical social services.  $50,000 lifetime maximum per member.
	20% coinsurance
	40% coinsurance

	Alcohol and Drug Abuse Treatment
	 
	 

	  Inpatient and outpatient detoxification. Lifetime limit of 4 admissions.
	20% coinsurance
	40% coinsurance

	  Non-hospital residential inpatient rehabilitation; Up to 30 days/year; Lifetime limit: 90 inpatient days.
	20% coinsurance
	40% coinsurance

	  Outpatient rehabilitation at an alcoholism/drug abuse facility.
	$25 copay/visit
	40% coinsurance

	 
	 
	 

	Mental Health
	 
	 

	  *Mental health care by physician: 
	$25 copay/individual therapy visit;                                            $25 copay/group therapy session
	40% coinsurance

	  *Serious Mental Illness (SMI):                                                                    
	20% coinsurance
	40% coinsurance

	Care provided for the following serious mental illnesses: schizophrenia, bipolar disorder, obsessive-compulsive disorder, major depressive disorder, panic disorder, anorexia nervosa, bulimia nervosa, schizo-affective disorder and delusional disorder. Care for these conditions must be provided by a participating provider facility: Call United Behavioral Health at 1-888-839-7972. Pre-Authorization is by United Behavioral Health is required for all services except routine outpatient visits.

	20% coinsurance
	40% coinsurance

	 
	 
	 

	*Non-Serious Mental Illness 
	 
	 

	Non-Serious mental illnesses that exclude schizophrenia bipolar disorder, obsessive-compulsive disorder, major depressive disorder, panic disorder, anorexia nervosa, bulimia nervosa, schizo-affective disorder and delusional disorder. Care for acute short-term psychiatric conditions in a participating provider facility. Services must be provided by facilities participating with United Behavioral Health. Call 1-888-839-7972 for more information. Pre-authorization is required for all services except routine outpatient visits.
	$25 copay / professional visit;                               20% coinsurance / partial hospitalization
	40% coinsurance

	 
	 
	 

	Eye Exams
	 
	 

	One exam per year that is medically necessary to treat a condition arising from an illness or accidental injury to the eye. Covered services include surgery for medical conditions, symptomatic conditions and trauma. Vision screening related to a medical diagnosis, only for diagnostic purposes, is also covered. When cataract surgery is performed, benefits for vision services include lens implants, with limitations as described in the Prosthetic Appliances section of the Certificate of Coverage. Routine eye care examinations, refractive lenses (glasses or contacts)and routine tests are not covered. 
	20% coinsurance
	40% coinsurance

	
	
	

	Durable Medical Equipment
	 
	 

	Equipment which can stand repeated use, such as wheelchairs, hospital beds and oxygen equipment. Standard equipment is covered when prescribed by a participating provider, up to $2,500 per member per calendar year. The Plan reserves the right to restrict vendor.
	20% coinsurance
	40% coinsurance

	 
	 
	 
	 

	Prosthetic Devices
	 
	 

	Externally worn appliance or apparatus which replaces a missing body part, such as artificial limbs. Must be prescribed by participating provider. Plan pays up to $5,000 per member per calendar year. Medically necessary replacements covered every 5 years.
	20% coinsurance
	40% coinsurance

	 
	 
	 
	 

	Orthotic Devices
	 
	 

	Rigid appliance used to support, align or correct bone and muscle deformities. Must be prescribed by participating provider.
	20% coinsurance
	40% coinsurance

	 
	 
	 

	Impacted Wisdom Teeth Extraction
	 
	 

	Oral surgery by participating provider for extraction of partially or totally bony impacted third molars. Service covered in the physician's office. Hospital and ambulatory surgical center services are not covered.
	20% coinsurance
	40% coinsurance

	 
	 
	 
	 

	Outpatient Prescription Drugs With Oral Contraceptives *

	Outpatient prescription drugs from a participating retail pharmacy. 34-day supply per copayment. (includes insulin and insulin syringes). Formulary Drugs may require Prior Authorization. Coverage is for generic drugs, when they have equivalent ratings in the drug products list (orange book, U.S. Department of Health and Human Services. In this case, the brand drug is covered only when medically necessary. If not medically necessary, members can select the brand drug and pay the difference between the two, which can be substantial. To answer your questions regarding this benefit, please call 1-800-988-4861.
	$15 copay - Generic                   $40 copay - Brand                      $60 copay - Non-Preferred Brand                                         34-day supply
	Covered In-Network only

	Oral Contraceptives 
	
	

	Diaphragms
	
	

	Mail Order Pharmacy. Prescriptions can be received through the mail by using the Plan's mail order pharmacy program. A doctor's prescription, copayment and completed form are required.
	$30 copay - Generic                   $80 copay - Brand                      $95 copay - Non-Preferred Brand                                      90-day supply
	Covered In-Network only

	*The Plan reserves the right to restrict vendors and apply quantity limitations.
	 
	 


Prior Authorization. Prior Authorization must be obtained for Covered Services that are not available through a Participating Provider and/or for certain procedures and services designated by the Plan.

BASIC HEALTH SERVICES

This Section describes those Basic Health Services provided for you by the Plan. This Section also describes what to do in an Emergency or how to arrange for care outside the Service Area.

BASIC HEALTH SERVICES. Subject to all terms, conditions and definitions, exclusions and limitations in the Plan, Members are entitled to receive the FOLLOWING Basic Health Services when Medically Necessary. The Health Plan Administrator Medical Director will be involved in any Health Plan Administrator decision to deny coverage on the basis of Medical Necessity.

Except for Emergency Services and certain Urgent Care, Covered Services are available only to the extent that they are Medically Necessary.  PPO members must receive covered services from a Participating Provider to receive benefits at the in-network benefit level.  Covered services provided to PPO members by non-participating providers will be covered at the out-of-network level except when an Emergency makes it impossible to reach a Participating Provider or when Prior Authorization is obtained because the PPO member’s medical condition requires Covered Services which cannot be provided by Participating Providers. The continued participation of a Participating Provider cannot be guaranteed by the Health Plan Administrator.
Covered Services are subject to the applicable Copayments, Coinsurances, Deductibles and benefit limitations listed in the Summary of Benefits. Copayments paid in excess of this maximum dollar amount will be refunded by the Health Plan Administrator in accordance with the Plan. The fact that any Participating Provider  or  non-Participating Providers, may prescribe, order, recommend or approve a medical service or supply does not automatically constitute coverage by the Plan. ONLY health care services expressly subject to the terms and conditions of this Section and the Plan and any Amendments will be covered.

Cardiac Rehabilitation. Cardiac rehabilitation on an outpatient basis is covered for up to thirty-six (30) sessions per benefit year.  PPO member’s services must be provided by a Participating Provider to receive covered services at the in-network level shown on the Summary of Benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level.   
Diabetic Medical Equipment, Supplies, Prescription Drugs and Services.  The following diabetic medical equipment, supplies, prescription drugs and services for the treatment of insulin-dependent diabetes, insulin-using diabetes, gestational diabetes, and non-insulin using diabetes are covered at an in-network level when covered services are provided by an in network provider only. The Health Plan Administrator reserves the right to approve the preferred manufacturer of diabetic medical equipment, supplies, blood glucose meters, diabetic foot orthotics.

Diabetic Medical Equipment. The Plan will cover standard diabetic medical equipment upon Prior Authorization by the Health Plan Administrator  including insulin infusion devices, insulin pumps and injection aids. Injection aids shall include needle-free injection devices, bent needle set for insulin pump infusion and non-needle cannula for insulin infusion. Diabetic medical equipment shall be subject to the maximum benefit limit for diabetic medical equipment as specified on the Summary of Benefits;

Blood Glucose Meters. The Plan will cover one (1) blood glucose meter every twenty-four (24) months from the last date of purchase ONLY when provided by a pharmacy Participating Provider. Blood glucose meters shall not be subject to the maximum benefit limit for diabetic medical equipment.

Diabetic Foot Orthotics. The Plan will cover diabetic foot orthotics when provided by a Participating Provider. Diabetic foot orthotics shall be subject to the diabetic foot orthotic Coinsurance as specified on the Summary of Benefits.

Prescription Drugs. The Plan will cover insulin and oral pharmacological agents for controlling blood sugar as prescribed by a Participating Provider. Prescription drugs shall be subject to the prescription drug Copayment or Coinsurance as specified on the Summary of Benefits. Disposable syringes and blood glucose meter supplies (lancets and blood glucose test strips) shall be covered and subject to the prescription drug Copayment or Coinsurance as specified on the Summary of Benefits.

Diagnostic Services. Diagnostic tests, services, and materials, including diagnostic radiology and imaging, laboratory tests and electrocardiograms, are covered. Services provided to PPO members must be provided by a Participating Provider to receive covered services at the in-network level shown on the summary of benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level shown on the Summary of Benefits.  

Emergency Services. Emergency Services are services rendered for the immediate treatment of an emergency. Coverage for Emergency Services provided during the period of the emergency shall include evaluation, testing, and if necessary, stabilization of the condition of the Member. The use of emergency transportation and related Emergency Services provided by a licensed ambulance service shall be covered as an emergency subject to the limitations set forth under the Plan.

Emergency Services Protocol.

a) 
When an Emergency happens, the Member should call 911 or an emergency information center in his area, or safely proceed immediately to the nearest Emergency Services Health Care Provider.

b) 
If a Member requires hospitalization following an emergency, the Emergency Services Health Care Provider is responsible to notify the Health Plan Administrator within forty-eight (48) hours, or on the next business day, whichever is later, of the Emergency Services rendered to the Member.

c) 
If the Member is not admitted to a hospital or other health care facility, the claim for reimbursement for Emergency Services provided shall serve as notice to the Health Plan Administrator of the Emergency Services provided by the Emergency Services Health Care Provider.

d) 
Medically Necessary follow-up services after the initial response to an emergency are not Emergency Services, PPO member’s services must be provided by a Participating Provider to receive covered services at the in-network level shown on the Summary of Benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level shown on the summary of benefits. 

Copayments. Emergency Services are subject to the emergency room Copayment specified on the Summary of Benefits   The Copayment will be waived if Emergency Services rendered in the emergency department of an acute care hospital result in the immediate admission of the Member to the hospital as an inpatient and the requirements for Emergency Services are satisfied. The office visit Copayment shall apply in lieu of the emergency room Copayment when a Member:

a) 
has been referred to an emergency department by his Primary Care Physician, for Covered Services; AND

b) 
the Covered Services would have been provided in the Primary Care Physician’s office but the physician’s office could not provide access during normal working hours.
Enteral Feeding/Food Supplements. The cost of outpatient enteral tube feedings or formula used as food supplements is covered for nutritional supplements for the therapeutic treatment of aminoacidopathic hereditary metabolic disorders (phenylketonuria, branched-chain ketonuria, galactosemia and homocystinuria) when administered under the direction of a physician Participating Provider. 

Follow-Up Care Post-Mastectomy Surgery. One (1) home health visit after discharge of mastectomy surgery provided that the discharge occurs within forty-eight (48) hours of admission for mastectomy surgery.
Follow-Up Maternity Care for Early Discharge. Postpartum home healthcare visits within forty-eight (48) hours of early discharge are not subject to any Copayment.

Home Health Care. The following home health services are covered when provided in accordance with an approved treatment plan established by a home health agency and physician.  PPO member’s services must be received from a home health agency participating provider and the treatment plan must be approved by a participating physician provider in order to receive covered services at the in-network level shown on the Summary of Benefits.  PPO member’s who receive Covered Services provided from a home health agency non-participating provider and/or with a treatment plan approved by a non-participating physician provider will be provided at the out-of-network level shown on the Summary of Benefits.  Each day of home health care is subject to the Copayment specified on the Summary of Benefits. Home health care is covered only in the event a Member is homebound. A Member shall be considered homebound when the medical condition of the Member prohibits the Member from leaving home without extraordinary effort, unless the absences from home are attributable to the Member’s need to receive medical treatment which cannot be reasonably provided in the home such as physician appointments, diagnostic or therapeutic procedures.

Skilled Nursing Personnel. Skilled nursing visits in the home that are provided by skilled nursing personnel, who are Participating Providers, and who are supervised by physician Participating Providers, are covered. PPO member’s services must be provided by Participating Providers to receive covered services at the in-network level shown on the Summary of Benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level shown on the summary of benefits.  PPO members must have prior authorization from the Health Plan Administrator for services to be covered both in and out-of-network.   Failure to obtain prior authorization or precertification will result in denial of payment.

Physician Services. When the nature of the illness dictates, as determined by  the Member’s Primary Care Physician or the Health Care Administrator, care in the home by a physician Participating Provider is covered, subject to the same Copayment/coinsurance as indicated for office visits on the Summary of Benefits 

Other Health Care Personnel. Medical care in the home is covered provided that the care is given by other health care personnel including but not limited to, speech, physical and occupational therapists under the supervision of physician. PPO members receive in-network benefits if care is received from a participating provider and prior authorization is obtained from the Health Plan Administrator.  PPO members receive out-of-network benefits if care is received from a non-participating provider and prior authorization is obtained from the Health Plan Administrator. Failure to obtain prior authorization will result in denial of payment.
Hospice. The following services for Hospice are covered: Routine Home Care, Continuous Care, General Inpatient Care, and Respite Care, as well as those Hospice services noted on the Summary of Benefits, provided such care is:

a) 
prescribed in advance by a Primary Care Physician, or a physician Participating Provider, and/or upon Prior Authorization by the Health Plan Administrator;

b) 
directly related to the Terminal Illness of a Member; and

c) 
rendered in accordance with that PPO members must receive care form a participating provider to receive the in-network benefit.  PPO members who receive care from a non-participating provider will receive benefits at the out-of-network level. 

Hospice Benefit Election. The Member shall have the option to elect to receive the Plan’s Hospice benefit as set forth in this SPD, By electing to receive the Hospice benefit, the Member acknowledges that he:

a) 
shall not receive curative care but rather care solely for reducing the intensity of and management of the Member's Terminal Illness;

b) 
waives the right to standard benefits of the Plan for treatment of the Terminal Illness and related conditions; and

c) 
retains all normal coverage, as set forth in the SPD, for Covered Services not related to the Terminal Illness.

Limitations. The maximum amount which the Plan will pay for all Hospice benefits provided hereunder to any one (1) Member is set forth on the Summary of Benefits. Covered Services provided which are unrelated to the Member's Terminal Illness shall not be covered under the Plan's Hospice benefit, but shall be covered as set forth in the applicable provisions of the SPD.

Hospital Services. 
Benefits.  Hospital services include semi-private room and board (private room when determined Medically Necessary by the Health Plan Administrator), general nursing care and the following additional facilities, services and supplies as prescribed through a provider: use of operating room and related facilities; use of intensive care unit or cardiac care unit and services; radiology, laboratory, and other diagnostic tests; drugs, medications, and biologicals; anesthesia and oxygen services; physical therapy, occupational therapy and speech therapy, subject to the limitations of the Plan; radiation therapy; inhalation therapy; chemotherapy; renal dialysis; administration of whole blood and blood plasma and medical social services. 

Hospital benefits for PPO members may be provided at a hospital from a Participating Provider on either an inpatient or outpatient basis when authorized in advance. Hospital benefits provided by a non-participating hospital requires pre-certification by the member.  Failure to pre-certify will result in a denial of payment for services rendered including facility and professional charges. 

Inpatient benefits are provided for as long as the hospital stay is determined to be Medically Necessary by the Plan and not determined to be Custodial, Convalescent or Domiciliary Care.

Impacted Wisdom Teeth.

Benefit.  Subject to the Limitations and Exclusions listed below, the Plan will pay the cost of services including consultation for the extraction of partially or totally bony impacted third molars.   

Limitations:  Hospital and Ambulatory Surgical Center Services provided on an inpatient or outpatient basis in connection with the extraction of partially of totally bony impacted third molars are covered only if the hospital services are required for a pre-existing medical condition unrelated to the dental or oral surgical procedure.  Such coverage must be authorized in advance by the Health Plan Administrator’s Medical Director.

Exclusions:  The following are NOT COVERED under the Plan:

a) Dental care including repair, restoration or extraction of erupted teeth or teeth impacted under soft tissue only.

b) Hospital or ambulatory surgical center services required to manage a Member solely on the basis of a Member’s age.

Implanted Devices. Surgically implanted devices, such as cardiac pacemakers and artificial joints, to correct dysfunction due solely to disease or injury and not to psychological causes or sex transformation, are covered.  Surgically implanted devices for purposes of: (i) drug delivery; and/or (ii) contraception are covered subject to a 50% implanted device Coinsurance. Surgically implanted devices not for purposes of drug delivery and/or contraception (such as cardiac pacemakers and artificial joints) are not subject to the implanted device Coinsurance.

Maternity Care. Hospital and physician care are provided for maternity care. Maternity care includes the following services for the mother during the term of pregnancy, delivery and the postpartum period: Hospital services for a minimum of forty-eight (48) hours of inpatient care following normal vaginal delivery and ninety-six (96) hours of inpatient care following Caesarean section delivery (a shorter length of stay may be authorized if determined by the attending physician that the mother and newborn meet medical criteria for an early safe discharge) including use of the delivery room; medical services, including operations and special procedures such as Caesarean section; anesthesia; injectables; and X-ray and laboratory services; one (1) home health care visit within forty-eight (48) hours for early discharges. Hospital and physician services required by a newborn child of a Member are also covered when ordered or provided by Participating Providers subject to the automatic thirty-one (31) day limitation for newborns. Covered Services provided by a licensed certified nurse midwife Participating Provider shall be covered only if provided in a hospital Participating Provider or an appropriately licensed free-standing birthing center Participating Provider. Maternity care for surrogate mothers is NOT COVERED unless the surrogate mother retains Legal Custody or Legal Guardianship of the child.

Copayments for Maternity Care. The office visit Copayment applies only to the first prenatal visit (after pregnancy has been confirmed) and will not apply to subsequent prenatal or postpartum visits. Each covered day of a hospital stay for maternity is subject to the inpatient hospital Copayment specified on the summary of benefits. Such inpatient hospital Copayment shall be limited to a maximum dollar amount per hospital admission. Postpartum home health care visits within forty-eight (48) hours for early discharges are not subject to any Copayment, Deductible or Coinsurance amount under this Section.

Mental Health Services. All mental health Covered Services must be authorized by the Plan’s Designated Behavioral Health Benefit Program for all members. Covered services not provided by the Plan’s Designated Behavioral Health Benefit Program will result in claim payment denial.

Outpatient Professional Mental Health Services.  Covered services not provided by the Plan’s Designated Behavioral Health Benefit Program will result in claim payment denial as shown on the Summary of Benefits.  Applicable Copayments for outpatient professional mental health services are specified on the Summary of Benefits.

Mental Health Partial Hospitalization Services provided through a partial hospitalization psychiatric day-care) program are limited to what is listed on the current Summary of Benefits.

Oral Surgery. The Plan does NOT cover general dental services, defined as operations on or treatment of the teeth and immediately supporting tissues, including correction of malocclusion and/or orthodontia or any ancillary medical procedures required to support a general dental service.  All services related to oral surgery must be provided by a participating provider.  

Non-dental treatment of the mouth relating to medically diagnosed congenital defects, birth abnormalities, or excision of tumors.

Services and supplies necessary for the emergency treatment of trauma to sound, natural teeth. The need for these services must result from an accidental injury (not chewing or biting) and such services must be rendered within thirty (30) days of the injury. Both the accidental injury and original incident related to surgery must occur on or after the effective date of the Member’s coverage. Implants, bridges, crowns and root canals even if necessitated by or related to trauma to sound natural teeth are NOT COVERED.

Temporomandibular joint (TMJ) surgery, limited to correction of dislocation or complete degeneration of the TM joint, consultations to determine the need for surgery and radiologic determinations of pathology. 
Hospital and ambulatory surgical center services and related professional services provided in connection with a covered or non-covered oral surgery procedure provided on an inpatient or outpatient basis, only if the hospital or ambulatory surgical center services are required for a pre-existing medical condition unrelated to the dental or oral surgical procedure. Such coverage requires Prior Authorization by the Health Plan Administrator.

Physician Services. The following physician services are covered in the:

Hospital. All Covered Services provided in a hospital setting including: surgical procedures; anesthesia; and consultation with and treatment by consulting physicians.  PPO members must receive services from physician Participating Providers to receive benefits at the in-network level. PPO members who receive services from physician non-Participating Providers except in emergencies will receive covered benefits at the out-of-network level as defined in the Summary of Benefits.  Such services are provided while the Member is admitted to a hospital as a registered bed patient or is being treated as a hospital outpatient under the orders of a physician. 
Physician's Offices.  PPO members must receive services from a Participating Provider to receive covered services at the in-network level.  PPO members who receive covered services from non-Participating Providers will be covered at the out-of-network level as defined in the Summary of Benefits.

a)
all diagnostic and treatment services and preventive services listed

below under Preventive Services.

b)
cancer chemotherapy and cancer hormone treatment;

c) 
all diagnostic and treatment services provided in connection with the

direct access to obstetrical and gynecological services 

d) 
diagnostic and treatment Covered Services provided by a Specialist

e) 
Medically Necessary Covered Services upon Prior Authorization by

the Health Plan Administrator received from physicians who are non-Participating Providers when the PPO Member's medical condition requires Covered Services that cannot be provided through Participating Providers and/or certain procedures and services designated by the Plan.

Podiatry Services. Podiatric care and treatment for disease, injury and related conditions of the feet are covered.  PPO member’s services must be provided by a Participating Provider to receive covered services at the in-network level.  Covered services provided by non-Participating Providers will be provided at the out-of-network level.    
Post-Mastectomy Reconstructive Surgery. Covered Services for Members who elect breast reconstructive surgery in connection with a mastectomy as a result of breast cancer will include:

a) 
reconstruction of the breast on which the mastectomy was performed;

b)
 surgery and reconstruction of the other breast to produce a symmetrical appearance; and

c) 
prostheses and treatment of physical complications at all stages of the mastectomy including lymphedemas.

The attending physician, in consultation with the Member and the Health Plan Administrator, will determine the manner in which Covered Services are to be provided.

Preventive Services.  Subject to the Copayments for office visits, the following preventive health care services are covered.  

PPO member’s services must be provided by a Participating Provider to receive covered services at the in-network level shown on the Summary of Benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level shown on the Summary of Benefits.  With Prior Authorization by the Health Plan Administrator, covered services provided by a non-Participating Provider will be covered at the in-network level shown on the Summary of Benefits.

Voluntary family planning services, including the professional services related to the prescribing and fitting of a contraceptive device, and services for diagnosis of infertility (except expenses associated with surrogate motherhood and infertility procedures which are specifically excluded under the Plan).

Periodic health assessments provided upon a schedule advisable (as applicable) including:

a) 
medical history;

b) 
physical examination, including eye and ear examinations to determine the need for vision and hearing correction;

c) 
for women, annual gynecological examination, including a pelvic examination and clinical breast exam and routine pap smears in accordance with the Plan’s published screening recommendations;

d) 
annual mammogram for women forty (40) years of age and older; and

e) 
necessary laboratory, X-ray and other diagnostic tests, all as indicated by the age, sex, history and physical examination of Member.

Well-child care from birth.

Pediatric and adult immunizations, in accordance with accepted medical practices excluding immunizations necessary for international travel. Pediatric immunizations shall include coverage for those child immunizations, including the immunizing agents which, as determined by the Department of Health, conform with the standards of the Advisory Committee on Immunization Practices of the Center for Disease Control, U.S. Department of Health and Human Services. 

Genetic Counseling and Testing. Genetic counseling and testing are covered when authorized in advance. Genetic testing must be in accordance with the Health Plan Administrator’s then current genetic testing policies.

Refractions.  Subject to the limitations listed below, the Plan will pay 100% of the cost of an examination to determine the refractive error of the eye.

Limitations. 


Annual limit.  One (1) examination per Benefit Year.

 PPO members who receive examinations from non-network providers are subject to the copayments or deductible and coinsurance listed in the Summary of Benefits.

Exclusions.  The following are NOT COVERED under this Plan.

Optical materials (eyeglasses, contact lenses) or their fitting, repair or replacement.

Additional opthalmological services provided during the same visit as the refractive exam.

Rehabilitative Services. Physical (excluding aquatherapy), occupational and speech therapy, on either an outpatient or inpatient basis, when service is provided, is covered for up to thirty (30) dates of service per condition per benefit year. PPO member’s services must be provided by a Participating Provider to receive covered services at the in-network level shown on the Summary of Benefits.  Covered services provided by non-Participating Providers will be provided at the out-of-network level shown on the Summary of Benefits. Applicable Copayments for rehabilitative services are specified on the Summary of Benefits.

Restorative or Reconstructive Surgery. Services are limited to the following, upon Prior Authorization by the Health Plan Administrator:

Restorative or reconstructive (not cosmetic) surgery to correct a medically diagnosed congenital defect or birth abnormality which has caused a physiological (not psychological) defect, other than a dental defect.

Covered surgery performed to correct a physiological (not psychological) defect resulting from accidental injury or incidental to surgery, provided the accidental injury or original incident to surgery occurred on or after the effective date of the Member’s coverage.

Services Received Outside the Service Area. The following services are covered at the Member’s lowest level of cost-sharing liability outside the Service Area.  

a) 
Emergency Services under the same conditions required within the Service Area;

b) 
Urgent Care in response to a sudden and unexpected need for medical care while the Member is outside the Service Area, which cannot be deferred until the Member’s return to the Service Area. Covered Services required as a result of circumstances that reasonably could have been foreseen prior to the Member’s departure from the Service Area, and Covered Services which can be delayed until the Member’s return to the Service Area, are NOT COVERED. Maternity care for normal term delivery outside the Service Area is NOT COVERED; however, treatment of unexpected complications of pregnancy and care for unexpected early delivery are covered as Emergency Services; AND

Copayments. Copayments and Coinsurance for services received outside the Health Plan Administrator’s Service Area will be applied dependent upon the place of setting where such care is rendered. The applicable Copayment or Coinsurance is specified on the Summary of Benefits.

Skilled Nursing Facility Services. Covered Services, including room and board in a skilled bed status, in a skilled nursing facility which is a Participating Provider, is covered for the first one hundred (100) days of any Period of Confinement.  A Period of Confinement shall be defined as the period of time from the date of admission in a skilled nursing facility to the date of discharge. Skilled Nursing Facility Services are covered for PPO members when the Health Plan Administrator has received from the attending Physician a statement that continued skilled nursing care in a Skilled Nursing Facility is Medically Necessary and Appropriate.  The Health Plan Administrator must concur with the Physician’s certification that the care is Medically Necessary and Appropriate. With respect to a Period of Confinement, the date of admission is counted as one (1) day and the date of discharge is not counted. If a Member is discharged from a skilled nursing facility and then readmitted for the same or a related condition within six (6) months, the second admission shall be counted as a continuation of the prior Period of Confinement
Substance Abuse. All Substance Abuse Covered Services must be authorized by the Health Plan Administrator’s  Designated Behavioral Health Benefit Program. The following Substance Abuse services are covered:

Inpatient/Outpatient Detoxification. Detoxification and related medical treatment for Substance Abuse, when provided on either an inpatient or outpatient basis in a hospital Provider which participates in the Health Plan Administrator’s Designated Behavioral Health Benefit Program, or in an inpatient non-hospital facility which participates in the Health Plan Administrator’s Designated Behavioral Health Benefit Program, is covered when authorized by the Plan’s Designated Behavioral Health Benefit Program.


Hospital inpatient detoxification services for Substance Abuse are limited to a total of four (4) admissions per lifetime.

Substance Abuse Rehabilitation. The following Substance Abuse rehabilitation services (rehabilitation does not include extended care services) are covered:

Non-Hospital Residential Inpatient Rehabilitation for Substance Abuse. Non-hospital residential inpatient rehabilitation for Substance Abuse, when provided in a facility which participates in the Health Plan Administrator’s Designated Behavioral Health Benefit Program, is covered when authorized by the Health Plan Administrator’s Designated Behavioral Health Benefit Program. Non-hospital residential inpatient rehabilitation services for Substance Abuse shall be limited to:

a) 
thirty (30) days per benefit year unless additional days are authorized by the Health Plan Administrator’s Designated Behavioral Health Benefit Program as set forth below; and

b) 
a total of ninety (90) days per lifetime.

Outpatient Rehabilitation Services for Substance Abuse. Outpatient rehabilitation services for Substance Abuse when provided by a facility which participates in the Health Plan Administrator’s Designated Behavioral Health Benefit Program are covered when authorized by the Health Plan Administrator’s Designated Behavioral Health Benefit Program. Outpatient rehabilitation services for alcoholism and drug addiction shall be limited to:

a) 
thirty (30) outpatient, full-service visits or equivalent partial visits each benefit year, unless additional days are authorized by the Health Plan Administrator’s Designated Behavioral Health Benefit Program as set forth below; and

b) 
are limited to a total of ninety (90) outpatient full service visits or equivalent partial visits per a Member’s lifetime.

Additional Days. In addition to the annual benefits set forth above the Health Plan Administrator’s Designated Behavioral Health Benefit Program may authorize: (i) up to an additional thirty (30) outpatient full-service visits or partial hospitalization days for rehabilitation services for alcoholism and drug addiction each benefit year; or (ii) the exchange of these additional outpatient visits on a two-for-one basis, for up to fifteen (15) additional days of non-hospital residential inpatient rehabilitation for alcoholism and drug addiction. The granting of additional days by the Plan’s Designated Behavioral Health Benefits Program shall not serve to enlarge a Member's lifetime limits.

Coinsurance. The Initial Course of treatment shall be the first period of consecutive days of residential or outpatient treatment for rehabilitation for alcoholism and drug addiction, specifically excluding aftercare. Each subsequent course of treatment for a Member shall be subject to a Coinsurance equal to fifty percent (50%) of the cost of the service..

Transplant Services and Authorization Requirements. The following services for transplants are covered: hospital charges, physician charges, organ procurement, tissue typing and ancillary services provided for kidney, kidney and pancreas, liver, heart, heart and lung, lung, bone marrow (allogenic and autologous), cornea and stem cell transplants for certain conditions, upon Prior Authorization by the Health Plan Administrator when rendered in a Designated Transplant Facility. All transplant surgery and transplant-related services (with the exception of corneal transplants) require Prior Authorization by the Health Plan Administrator. Corneal transplants are covered when Medically Necessary upon Referral by the Member’s Primary Care Physician  and performed through a Participating Provider. Medical criteria for all other types of approved transplants will be applied and each potential transplant must be appropriate for the medical condition for which the transplant is proposed.

Additional Opinion Policy for Transplants. If a Member receives written notification from the Health Plan Administrator indicating the Member is ineligible for a transplant procedure by a Designated Transplant Facility, the Member may request a second opinion by another Designated Transplant Facility. The Member must follow the procedure of requesting a second opinion, outlined in the denial notification. If the second Designated Transplant Facility also determines the Member is not eligible for the transplant procedure, no coverage will be provided for further transplant-related services. If the second Designated Transplant Facility’s opinion differs from the opinion of the first Designated Transplant Facility’s opinion, a third opinion may be initiated by the Health Plan Administrator to obtain adequate information to make a determination regarding the proposed transplant procedure. Covered Services for patient selection criteria shall be covered at one (1) Designated Transplant Facility. Should the Member request payment for Covered Services and supplies for patient selection criteria at more than one (1) transplant center, the expenses shall be the responsibility of the Member. This includes the Member’s desire to be placed on more than one (1) procurement list for organ acquisition or for another transplant medium.

Organ Donation. Covered Services required by a Member as an organ donor for transplantation into another Member are covered upon Prior Authorization by the Health Plan Administrator. Medical expenses of non-Member donors of organs for transplantation into a Member are covered only:

a) 
when the organ transplantation is approved by the Health Plan Administrator;

b) 
for the medical expense directly associated with the organ donation; and

c) to the extent not covered by any other program of insurance.

Self-Administered Prescription Drugs. Except as set forth in this SPD, self-administered prescription drugs provided on an outpatient basis to Members are NOT COVERED unless explicitly provided under the terms of the Outpatient Prescription Drug Program

Self-administered prescription drugs provided on an outpatient basis to non-Member donors of organs for transplantation into a Member are:

a) 
covered only if the Member receiving Transplant Covered Services has coverage under the terms of an Outpatient Prescription Drug Program

b) 
covered only when the organ transplantation is approved by the Plan;

c) 
limited to the prescription drug expense directly associated with the organ donation; and

d) 
covered only to the extent not covered by any other program or insurance.

Covered Services provided under this Section are subject to the terms and conditions of the Program and are subject to the applicable Copayment or Coinsurance.

Retransplantation Services. Retransplantation surgery and retransplantation-related services require Prior Authorization by the Health Plan Administrator.

Transportation Services. The following transportation services by land or air ambulance are covered:

Emergency Services. Transportation by land or air ambulance is covered when provided in response to an emergency for a condition which meets the definition of Emergency Services as set forth under the Plan.

Scheduled Services. All scheduled transportation or air ambulance requires Prior Authorization by the Health Plan Administrator.

EXCLUSIONS

This Section describes those services that are NOT COVERED by the Plan. If you receive any services included in this Section, you will be responsible for paying all bills or fees.

Aquatherapy. Pool therapy is NOT COVERED.

Blood. Whole blood and its components or any artificially created blood products are NOT COVERED except for coagulation products. Administration and processing of blood and its components are covered. Processing and administration of autologous blood (i.e. blood donated by Members on their own behalf) or blood donated for a specific Member is covered only for the covered condition being treated with the Prior Authorization by the Health Plan Administrator.

Breast Surgery. Surgery for male or female breast reduction is NOT COVERED, except when associated with breast reconstructive surgery in connection with a mastectomy as a result of breast cancer.

Corrective Devices. The purchase, fitting, or adjustment of corrective devices including but not limited to, eyeglasses, contact lenses, and hearing aids, are NOT COVERED.

Cosmetic Surgery. Restorative or reconstructive surgery performed for cosmetic purposes and from which no significantly improved physiologic function (not psychological) as determined by the Plan, is NOT COVERED.

Covered Services Which Are Not Considered Medically Necessary. Physical, psychiatric or psychological examinations, diagnostic testing, reports, vaccinations, immunizations or other Covered Services (i) for purposes of obtaining, maintaining or otherwise relating to career, education, sports or camp, travel, employment, insurance, marriage or adoption; (ii) relating to judicial or administrative proceedings; (iii) ordered by a court or other governmental agency; (iv) to obtain or maintain a license of any type, which are not determined Medically Necessary by the Health Plan Administrator are NOT COVERED.

Custodial, Convalescent or Domiciliary Care. Custodial, Convalescent or Domiciliary Care for which the facilities of an acute general hospital or of a skilled nursing facility are not Medically Necessary, in the judgment of the Plan, is NOT COVERED. Custodial, Convalescent, Domiciliary Care or intermediate bed status, in a skilled nursing facility or any other facility is NOT COVERED. Home health care for Custodial, Convalescent or Domiciliary care is NOT COVERED.

Dentistry. Dental care including, but not limited to, restoration, correction of malocclusion and/or orthodontia, repair or extraction of erupted teeth or impacted teeth, dental X-rays, anesthesia, analgesia, or other professional or hospital charges for services or supplies in connection with treatment of or operations on the teeth or immediately supporting structures is NOT COVERED unless expressly provided for in this SPD. Implants, bridges, crowns and root canals even if necessitated by or related to trauma to sound natural teeth are NOT COVERED.

Effective Date of Coverage.  Any services which were incurred prior to the Member’s effective date of coverage are NOT COVERED.  Any services which are incurred after termination of the Member’s coverage are NOT COVERED
Elective Abortions. Abortions, which are not Medically Necessary for the life or physical health of the mother, are NOT COVERED.

Enteral Feeding/Food Supplements. Outpatient enteral tube feedings or formula used as food supplements is NOT COVERED unless expressly set forth in this SPD.

Experimental Services and Procedures. Experimental, Investigational or Unproven Services as defined in the definition section are NOT COVERED.

Family Member.  Services rendered by a Provider who is a member of the Member’s Immediate Family are NOT COVERED.

Government Responsibility. Care for military service connected disabilities for which the Member is legally entitled to Covered Services and for which facilities are accessible to the Member, and for Covered Services that state or local laws require be treated in a public facility, are NOT COVERED.

Government-Sponsored Health Benefits Program. Charges to the extent payment has been made under Medicare when Medicare is the primary carrier or by any other federal, state or local government program are NOT COVERED. All required Referrals and/or Prior Authorizations must be obtained even when the Plan is the secondary carrier.
Hair Removal. Hair removal is NOT COVERED.

Hospital or Ambulatory Surgical Center Services. Hospital or ambulatory surgical center Services required to manage a Member solely on the basis of the Member’s age are NOT COVERED. 

Hypnosis. Hypnosis is NOT COVERED.

Illegal Activity. Covered Services required as a result of a Member's commission of or attempt to commit a felony or being engaged in an illegal occupation, are NOT COVERED.

Infertility Procedures. In vitro fertilization (IVF), gamete intra-fallopian transfer (GIFT), zygote intra-fallopian transfer (ZIFT), embryo transplants, artificial insemination and similar procedures as determined by the Plan, are NOT COVERED. Expenses incurred or Covered Services required for any infertility procedures resulting from a Member's or a Member's spouse's voluntary sterilization are NOT COVERED. Sperm, ova and embryo storage is NOT COVERED.

Insured Obligations. Amounts for any Covered Service which exceeds the maximum benefit limit set forth on the Summary of Benefits, or amounts for any Covered Service which are applied toward satisfaction of the Copayment or Coinsurance amount.

Maxillary or Mandibular Osteotomies. Maxillary or mandibular osteotomies are NOT COVERED.

Missed Appointment Charge. Charges for missed appointments by a Member areNOT COVERED.

No Obligation To Pay. Any type of drug, service, supply or treatment for which, in the absence of coverage hereunder, the Member would have no obligation to pay, is NOT COVERED.

Non-Participating Providers. Covered Services or supplies received from non- Participating Providers by HMO members are NOT COVERED. The only exceptions are in the case of:

a) 
an emergency;

b) 
Urgent Care received outside the Service Area; or

c) 
Covered Services under this Plan in accordance with the continuity of

care provisions for new and existing Members.

Orthoptic Therapy. Orthoptic therapy (vision exercises) is NOT COVERED.

Panniculectomy. Panniculectomy, including but not limited to abdominoplasty, is NOT COVERED.

Penalties.  The amount of any penalty for failure to obtain Preauthorization when required is NOT COVERED.

Personal Comfort Items/Services. Personal comfort items and services including but not limited to, telephones, televisions and special meals are NOT COVERED.

Private Duty Nursing. Hourly nursing care on a private duty basis is NOT COVERED.

Refractive Procedures. Any surgery to correct the refractive error of the eye is NOT COVERED.

Reversal of Sterilization. Surgical procedures to reverse voluntary sterilization are NOT COVERED.

Revision of the External Ear. Revision of the external ear is NOT COVERED.
Riot or Insurrection. Covered Services required as a result of a Member's participation in a riot or insurrection, are NOT COVERED.

Routine Nail Trimming. Routine nail trimming is NOT COVERED.

Sex Transformation and Sex Organ Prosthetics. Transplants, implants, procedures, services and supplies related to sex transformation, or the prosthetic replacement of all or parts of sex organs, (except to correct dysfunction due solely to disease or injury and not due to psychological causes or to the effects of aging) are NOT COVERED.

Storage of Blood Including, Autologous Blood and Cord Blood or Other Body Tissue/Fluids. Storage of blood including, autologous blood and cord blood or other body tissue/fluids is NOT COVERED.

Surrogate Motherhood. Expenses associated with surrogate motherhood, including all expenses relating to the pregnancy and delivery of a Member acting as a surrogate mother, are NOT COVERED, unless the Member acting as a surrogate mother retains Legal Custody or Legal Guardianship of the child. In this case the child shall qualify as a newborn dependent and shall meet the eligibility criteria set forth in this SPD.

Transportation Services. Stretcher/wheelchair van transportation and transportation services for convenience are NOT COVERED.

Travel Expenses for Transplant Services. Travel expenses for transplant Services are NOT COVERED. 
Vein Sclerosing and Vein Stripping. Injection of sclerosing solution into superficial veins (commonly called spider veins) is NOT COVERED. Injection of sclerosing solution into varicose leg veins is NOT COVERED unless specific medical criteria as determined by the Plan are met. Vein stripping is NOT COVERED unless specific medical criteria as determined by the Health Plan Administrator are met.

Weight Control. Weight reduction programs for non-morbid obesity are NOT COVERED. Medical and surgical treatment of morbid obesity is NOT COVERED unless specific criteria as determined by the Health Plan Administrator are met.

OUTPATIENT PRESCRIPTION DRUGS

COPAYMENT.  Prescription drugs are subject to the copayment for prescription drugs and refills shown on the Summary of Benefits.

Benefit.

Formulary Prescription Drugs prescribed for a Member as a result of covered services are covered when provided by a Participating Pharmacy, subject to the Copayment per drug or refill shown on the Summary of Benefits. Prescription drugs also includes oral contraceptives and diaphragms.  Prescriptions requiring compounding will be covered if they contain one or more medications required by state or Federal law to be dispensed by prescription and must be approved by the Health Plan Administrator.  Prescription drug does not include those drugs expressly excluded listed below.

Restricted drugs, certain drugs requiring prior authorization or drugs non included on the Drug Formulary prescribed for a Member as a result of covered services are covered only upon prior authorization by the Medical Director or pharmacist designated by the Health Plan Administrator and approved by the Plan and subject to the Copayment per fill or refill shown on the Summary of Benefits.

Limitations.

Retail Dispensing.  The maximum quantity of any covered drug under the Plan is limited to not more than a quantity which will be used within a 34-day period.  Quantity restrictions may apply for certain Prescription Drugs and refills.

Mail Order Dispensing.  Prescription Drugs and refills obtained through Mail Order Dispensing are subject to the Copayment shown on the Summary of Benefits and are limited to not exceed a 90-day supply for each Prescription Drug Order or refill.

Exclusions.  The following are NOT COVERED under the plan.


Drugs that are not Prescription Drugs, as defined herein.

Devices of any type except diabetic supplies, even if such devices may require a prescription including but not limited to therapeutic devices, artificial appliances, hypodermic needles and syringes, diagnostic devices and supplies.

Prescription Drugs not obtained from a Participating Pharmacy.

Restricted drugs or drugs requiring prior authorization which have not received such authorization in advance.

Prescription Drugs which are not included on the Drug Formulary unless authorized in advance.

Drugs written as Prescription Drugs which are available without a prescription in the same strength.

Prescription Drugs not accepted as standard medical treatment of the condition being treated as determined by the Health Plan Administrator, or any such drug requiring Federal or other governmental agency approval not granted at the time the drug was dispensed.

Prescription Drugs prescribed for cosmetic reasons.

Prescription Drugs considered experimental or used for non-FDA approved use.

Prescription Drugs prescribed for weight loss or weight management.

Prescription Drugs not Medically Necessary as determined by the Health Plan Administrator.

Prescription Drugs for which the Member is not legally required to pay.

Prescription Drugs dispensed in a physician’s office.

Prescription Drugs or supplies received by veterans and active military personnel at facilities operated by the Veteran’s Administration or by the Department of Defense unless payment is required by law.

Prescription Drugs or supplies for any illness or injury which occurs in the course of employment if benefits or compensation are available in whole or in part, under any federal, state or local government’s workers’s compensation law or occupational disease law.  This exclusion applies whether or not the Member claims the benefits or compensation.

Prescription Drugs or supplies for any illness or injury suffered after the Member’s Effective Date of coverage as a result of an act of war, whether declared or undeclared.

Prescription Drugs received in and billed by a hospital, nursing home, home for the aged, convalescent home, home health agency or similar institution.

Prescription Drugs or supplies received either before the Member Effective Date of coverage or after the Member’s coverage is terminated.

Prescription Drugs utilized in conjunction with non-covered medical services.

Prescription Drugs prescribed by a Prescriber who is a member of the Member’s immediate family.

Prescription Drugs utilized to enhance physical or athletic performance or appearance.

Prescription Drugs determined to be subject to the pre-existing condition limitation.
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